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OBITUARY—MORRIS J. ASCH.* 


An honorable career was ended on October 5, 1902, when Morris 
Joseph Asch, A.B., A.M., M.D., died at the age of 70, at Irvington- 
on-Hudson. Although a sufferer for nearly three years the end 
came suddenly from an attack of cerebral embolism. Dr. Asch was 
born on July 4, 1833, and was the second son of Joseph M. and 
Clara Ulman Asch. His early education was mainly under private 
tutors and in the autumn of 1848 he entered the University of Penn- 
sylvania, where he was graduated on July 2, 1852, with the bacca- 
laureate degree. His Master’s degree was received in course July 3, 
1855. He as a member of the Alpha Chapter (University of Penn- 
sylvania), of the P. K. E. fraternity. Among his classmates at the 
University of Pennsylvania were: Brunton Coxe, of Philadelphia, 
late President of the Historical Society of Pennsylvania; Dr. Rich- 
ard J. Dunglison, of Philadelphia; Charles Hare Hutchison, Presi- 
dent Atheneum of Philadelphia, who died in Paris, France, the 
day before Dr. Asch died; Dr. Benjamin Lee, of Philadelphia, Sec- 
retary to the Pennsylvania Board of Health; Dr. S. B. Wylie 
Mitchell, Dr. Isaac Norris, William Lehman Wells and Mr. Joseph 
G. Rosengarten, of Philadelphia. Only Drs. Lee and Norris and 
Mr. Rosengarten are alive. In the fall of 1852 he entered the Jef- 
ferson Medical College of Philadelphia, from which he received 
the doctorate in 1855. Soon after graduation Dr. Asch was ap- 


* Read before the Section on Laryngology of the New York Academy of Medicine, 
November 26, 1902. = 
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pointed clinical assistant to Dr. Samuel Gross, then one of America’s 
renowned surgeons, with whom he remained for several years. When 
war was declared and his country called, it was but natural that. he 
should enter the army, where three brothers had already volunteered. 
He passed the examination for assistant surgeon of the United 
States army, which he entered on August 5, 1861. He was on duty 
at the surgeon general’s office from August, 1861, to. August, 1862. 
He subsequently became surgeon in chief to the Artillery Reserve 
of the Army of the Potomac, medical inspector Army of the Poto- 
mac, medical director of the 24th Army Corps, medical inspector of 
the Army of the James, staff surgeon of General P. H. Sheridan from 
1865 to 1873. Of some of the battles of the Civil War in which Dr. 
Asch participated were Chancellorsville, Mine Run, Gettysburg, The 
Wilderness and Appomattox Court House. On March 13, 1865, he 
was brevetted major for faithful and meritorious services during the 
war. He resigned from the Army of the Potomac on March 3, 
1873, and entered into the practice of medicine in New York City. 
He devoted himself largely though not exclusively to the study and 
treatment of diseases of the nose and throat and held the position 
of surgeon to the Throat Departments of the New York Eye and 
Ear Infirmary and the Manhattan Eye and Ear Hospital. When 
the American Laryngological Association was formed he was one 
of its founders, and he was president in 1893. He was especially 
proud of this association and was always zealous in its behalf. He 
was also a member of the New York Academy of Medicine and ac- 
tively interested in the work of the Section of Laryngology. He 
held for a time the position of professor of Laryngology to 
the New York Polyclinic. He was a member of the Military Order 
of the Loyal Legion, of the Union, University, Century and New 
York Yacht Clubs. His contributions to the literature of his chosen 
specialty were many. He wrote the article on “Stenosis of the 
Larynx” in the Reference Hand Book of Medical Sciences, Vol IV, 
Dr. A. H. Buck, editor, the one on “Chronic Affections of the 
Nose,” and a description of an operation for the cure of deviations 
ot the cartilaginous septum, in the American Text Book of Dir 
eases of the Eye, Ear, Nose and Throat, De Schwenitz and Randall. 
Among his detached articles are the following: 

“Lupus of the Pharynx and Larynx,” Transactions of the Amer- 
ican Laryngological Association, Archives of Laryngology, Vol Il, 
page 243. 

“Sudden Death Occurring after Tracheotomy,” Transactions of 
the American Laryngological Association, 1883, page 180. 
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“A Case of Ecchondrosis of the Larynx,” Transactions of the 
American Laryngological Association, NV. Y. Medical Journal, Vol. 
XL, page 235, 1884. 

“Instrument, an Osteome,” Transactions of the American Laryn- 
gological Association, 1885, page 80. 
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“Instrument, a Snare,” Transactions of the American Laryng- 
ological Association, 1891, page 142. 

“Instrument, Nasal Tampon Made of Vulcanite,” Transactions 
of the American Laryngological Association, 1892, page 112. 

“President’s Address,” N. Y. Medical Journal, Vol. LVIII. 

“Instrument, Bor’s Laryngeal Dilator,’ Transactions of the Amer- 
ican Laryngological Association, 1895, page 221. 
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“Laryngeal Stenosis Treated by Divulsion and Systeinatic Dila- 
tion, N. Y. Medical Journal, Vol. XLVI, 1887. 

“A New Operation for Deviation of the Nasal Septum, with a 
Report of Cases,” N. Y. Medical Journal, Vol. LII, 1890. 

“A Case of Intrinsic Epithelioma of the Larynx,” N. Y. Medical 
Journal, Vol. LV, page 132, 1892. 

“Tnstrument, a Modification of the Gradle Forceps,” Transac- 
tions of the American Laryngological Association, 1895, page 221. 

Of all his writings his name will ever be connected with the 
one descriptive of the operation for the cure of septal deviations 
and which for some time past has been known as the Asch opera- 
tion. He gave years of study of the most patient kind to it, per- 
fecting it in its minutest detail, waiting until the results could be 
fully demonstrated before he presented his report, and this is well 
attested by the fact that his first published description of his manner 
of operating was never changed. He realized that no one method 
could ever be presented that would answer for every kind of de- 
formity, but he demonstrated fully that his operation answered for 
the vast majority of cases, and he lived to see it become the most 
popular method in the country, and to know that it was performed 
in every part of the world. It is but a few short months ago that an 
enthusiastic report of the Asch operation appeared in the British 
Medical Journal written by a noted Laryngologist in Manchester, 
England. 

An interesting chapter of Dr. Asch’s life was that part of it after 
the Civil War, while on the staff of the late General Philip H. Sher- 
idan. Here he was known as assistant to the medical director, De- 
partment of the Gulf, and medical director at Department Headquar- 
ters. Genera! Sheridan had then been ordered to New Orleans to 
make a campaign against the Confederate Army of S. Kirby Smith, 
which it was supposed would lead our troops into Mexico and give 
our government an excuse for driving the Emperor Maximilian out 
of that country. In view of the expected arduous service that would 
take place, Sheridan was especially anxious about having a compe- 
tent and efficient medical staff. Being permitted to have his choice 
he headed the list of surgeons with the name of Dr. Asch, but it 
was fated that the campaign should not take place, as Kirby Smith 
suddenly surrendered, which left no excuse for the invasion of 
Mexico. In consequence Sheridan remained at New Orleans, Dr. 
Asch remaining with him. During this period Asch performed much 
and varied service, going with Sheridan on all of his inspections 
in Louisiana and Texas in the dual capacity of his personal medical 
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attendant and as his medical adviser in regard to the sanitary con- 
dition of the troops in a large number of camps and stations. This 
task may be appreciated when it is stated that the number of troops 
was nearly one hundred thousand. 

Dr. Asch while in New Orleans was most prominent and active in 
two great epidemics. One of cholera in 1866 and the other of yellow 
fever in 1867. The latter was the most serious and disastrous that 
ever visited New Orleans. Nearly half of the staff were taken 
with it and several died. By the time the epidemic was under con- 
trol and was diminishing, Sheridan was relieved and ordered to 
Fort Leavenworth, Dr. Asch accompanying him, but at St. Louis 
he also fell ill with yellow fever. On his recovery he joined Sheridan 
at the new station. Asch’s next notable service was in the field with 
Sheridan against the Indians of the Southern Plains, especially in 
the winter campaign of 1868-1869, which forever broke the power 
of the Cheyennes, Kiowas and Commanches. On this expedition 
Asch was acting medical director and had complete charge of all the 
sanitary arrangements. That he was successful in caring for the 
wounded and sick in an unprecedentedly cold winter was often the 
remark of every officer of the command, that he received the highest 
commendation of General Sheridan goes without saying when it is 
known that that officer on his promotion to the grade of lieutenant 
general took Asch to his new headquarters in Chicago, where he 
continued rendering invaluable services until he resigned. 

He carried with him into private life the sincere love of his old 
comrades, he never forgot them and he showed his affection for 
them in many ways. He was proud of his membership in the Mili- 
tary Order of the Loyal Legion, a body composed of those whose 
fealty had been tested. He was ever considerate and thoughtful 
of his fellow officers and they and their families could always com- 
mand his services, and many were the acts of kindness shown them 
by him; nor did the soldier in the ranks ever appeal to him with- 
out receiving comfort and cheery encouragement. He accepted the 
position of medical examiner of the Soldiers’ Home in order that 
he might aid the unfortunates who sought admission there. Often 
when he was compelled to leave the city Dr. Asch would direct 
that these applicants should be sent to the writer, and it was so 
characteristic of him to always enjoin that the poor old soldier should 
be given every possible aid. ‘That soldier,” said he, “gave all he 
had, his best years, to his country and now if in his old days he 
wants to go to the Home, help him all you can, for the country 
wants to and should care for him.” 











22 OBITUARY—MORRIS J. ASCH. 


Whatever Dr. Asch undertook was always conscientiously and 
well done, and faithful attention to duty was the surest way to 
win his esteem and friendship. During his active career he never 
neglected his official duties and always saw that the work was done 
if he was in anyway detained. He appreciated to the full when 
his assistants were faithful and he rewarded them with his staunch 
support in return. It became impossible for those who met him not 
to know him, and knowing him they loved him. 

Of courteous bearing, with a commanding presence, with a wide 
knowledge of human nature, he was withal gentle, retiring and far 
too modest. He was always young in heart and loved to have his 
juniors with him, he liked to take counsel with them believing that 
he could correct his perspective through their fresher vision and 
he was their friend. He gladly advised those who sought his opin- 
ion, he was always true to his convictions and his word was his bond. 
He had his honest opinions and he had no patience with vacillating 
men; he detested fraud and trickery. His career was a noble one, 
success attended his every effort and he was enabled to live in com- 
fort, beloved by all whose love was worth having, and when he 
died he was ministered to and surrounded by those whom he loved 
best. 

This was Dr. Asch; a conscientious, skillful and scientific phy- 
sician, a patient, wise and kindly counsellor, a true and devoted 
friend. His many virtues may be summed up in saying that he 
was loyal. 

Loyal to his God, to his country and to her flag, loyal to his 
family, to his profession and to his friends. We may never see 
his like again, but we will have with us for all time the recollec- 
tion of his cheery smile and the knowledge that the world has been 
the better for his having lived in it. 

This humble tribute is placed on his bier in grateful recognition 
of his many virtues and as a slight token of deep admiration and 
fond remembrance. Emit MAYER. 
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A great gap is made in the ranks of the onward and upward 
marching phalanx of the world’s laryngologists. He who has fallen 
was one of the foremost of the living band which threaded their 
way out of the lowlands of ignorance through the intricate and 
labyrinthine ways leading to the heights of our present knowledge. 
He was not of the very first in the field, but it is as true now of all 
human progress, as in the days of Homer, “one great hero. fans 
another’s fire,” and Lennox Browne set about the incompleted task 
of the few who preceded him in his chosen work, and worthily 
lived up to his mission. Born in 1841, with a heritage of mind, 
having for his sire, Baker Browne, celebrated in his time as a 
gynecologist, and for his mother a daughter of the classical and 
head master of Christ Hospital, John Boyer. Thus was he intel- 
lectually created, not made. Previous to adopting his specialty, 
he had the advantage of a large experience in general medicine 
under Mr. Hemming, of Kimbolton, to which he ascribed much of 
his success in his specialty. In 1865 he attached himself to Morrell 
Mackenzie, the father of British Laryngology, assisting in the clinical ~ 
and literary work of that master until 1874, when, with several 
associates, he founded the Central London Throat and Ear Hospitai, 
continuing actively upon the staff of that noted institution as its 
moving spirit, until very recently, when his great services were rec- 
ognized in an election to the position of consulting surgeon. On 
the occasion of his fiftieth birthday his colleagues upon the staff 
further testified their appreciation in the presentation of a testimo- 
nial. He was one of the founders of the British Rhinological, 
Laryngological and Otological Association and one of its early pres- 
idents. His interest in its endeavor was manifest in his vigorous 
participation in its discussions as late as last July, when the malady 
that was to close his brilliant career had already laid consuming 
hold of him. Among other positions of distinction held by him may 
be mentioned that of aural surgeon to the Royal Society of Musi- 
cians, surgeon to the Royal Choral Society and consulting surgeon 
to the Newcastle Throat and Ear Hospital. He succeeded to th2 
favor of the theatrical profession enjoyed by Mackenzie, and it was 
a pleasure to visit his spacious offices whose walls were well be- 
sprinkled with photographic and documentary testimonials of the 
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esteem he enjoyed of these disciples of certain of the muses. He 
assisted Mackenzie in the production of his work, “Growths of 
the Larynx,” collaborated with Emil Benke in the writing of 
“Voice, Song and Speech,” but his most pretentious work was his 
popular treatise on “The Throat and Nose and their Diseases,” 
which is already a classic, and for the unalterable good that it con- 
tains will be on the shelves of generations of our successors. His 
treatise on “Voice, Song and Speech” contains so much of grain thar 
it has run through twenty-one editions, in spite of its too dogmatiz 
advocacy of the vocal methods of the Frenchman, Mandl, whose 
fierce onslaught on the teachings of the Paris Conservatoire, nearly 
fifty years ago, revolutionized the vocal methods of that musical 
city. 

Lennox Browne was naturally self-assertive, the outcome of a 
vast independence and self-reliance. He was oftener right than 
wrong, but as no observer in an inexact science can be invariably 
so, he was sometimes wrong, as in his indorsement of the Mandl 
accentuation on the purely abdominal type of vocal respiration, and 
in his too pronounced antagonism to the serum treatment of diph- 
theria, which he opposed in society communications and in his ex- 
tended monograph, “Diphtheria and its Associates.” For this he 
may be pardoned, seeing “how fast does system follow system” in 
medicine incident to the itching desire for “fame, that last infirm- 
ity of noble minds,” whose intellectual acumen is clouded by the 
shadow of magnified self. Physicians are but human and too often 
are the best of them, in the egotistic desire to be first, led to indorse 
procedure and remedy upon insufficient evidences. Lennox Browne's 
vigorous personality was not made to stand upon middle ground, 
hence he must be either right or wrong. And from whatever posi- 
tion he fought, it was with all his great faculties, the largeness of 
which made him a power for truth or its antithesis. Be it said to 
his credit that the many of his good works live after him, while the 
few of his errors have passed away. 

He was an artist of considerable accomplishment, and he ever 
bemoaned the fact that he was thwarted in what he considered to 
be his natural bent. Before he attained to his majority his paintings 
had been honored with recognition in leading London galleries, and 
connoiseurs considered him justified in his belief that his greatest 
fame would have been realized in the pursuit of the ideal. A few 
years ago he made a trip through South Africa and brought home 
a series of wonderfully fine sketches entitled “Through Summer 
Seas.” His brush was his relaxation, and he was in the habit of 
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sketching the scenes of his summer outings. Many beautiful spec- 
imens of his art adorn the rooms of his home. 

Those who knew the subject of this sketch only as one in author- 
ity in his clinics and professional capacity, can hardly judge of his 
charm in the most.sacred precincts of his home, where his imposing 
presence, intellectual culture and easy manners made him truly de- 
lightful as a host and conversationalist. And while we testify to his 
more materialistic and enduring work for humanity, we indulge the 
faith that not the least of his achievements for us, his contem- 
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poraries, is the legacy of his example, the evidence of a great physi- 
cian, both actualist and idealist, that it is possible to live to the letter 
the scientific obligation to consider “the meanest flower that blows, ” 
and yet now and again to pause from our labor, 

“Till old experience do attain, 

To something of prophetic strain.” = Fayetre C. Ew1ne. 











REMARKS ON THROMBOSIS OF THE SIGMOID SINUS 
WITH THREE NEW CASES. 


BY E. GRUENING, M. D., NEW YORK. 


Trautmann pointed out the anatomical peculiarities of certain tem- 
poral bones which he called dangerous ones. In these bones the sig- 
moid sinus runs far forward, curves inward, and passes over the 
projecting ledge of bone forming the posterior boundary of the 
jugular foramen. The jugular bulb rises toward the floor of the 
tympanic cavity and lies on a higher plane than the lowest part of 
the sigmoid sinus. The floor of the tympanic cavity is often as 
thin as paper, at times it is even dehiscent, and this is due to the 
encroachment of the jugular bulb. These temporal bones are con- 
sidered dangerous because purulent inflammation of the middle ear 
may by contiguity cause thrombosis of the jugular bulb. A case of 
this nature came recently under the observation of the writer. 

Case I. M.R.,a child three years of age, was attacked with scar- 
let fever on April 18th, 1902. On the tenth day of the disease the 
child began to complain of pain in the right ear. The temperature, 
which had been Jo2° F., a number of days rose to 104° F, and the 
membrana tympani was red and bulging. The drumhead was in- 
cised and some pus was evacuated. No relief was obtained by 
the operation. The temperature remained high and the mastoid 
process became tender. On April 30, the mastoid was opened. The 
antrum and the apex cells contained pus and granulation tissue. The 
internal table covering the sigmoid sinus was quite hard and looked 
healthy and was therefore not removed. The day following the 
operation the temperature rose to 105° F, and the cervical glands 
were much swollen On May 2d, 3d and 4th, the temperature was 
normal, but the deep glands of the neck remained swollen. On 
May 5th the temperature again rose to 105° F. The family physi- 
cian attributed this sudden rise of temperature to a digestive trouble. 
The following day the temperature was only slightly above the 
normal and remained so five days. On May toth, 12th and 14th, 
the temperature rose to 104°, remaining normal on the intervening 
days. On May 15th the temperature rose again to 105°. Dr. Bacon 
was called in consultation, and it was decided to remove the cervi- 
cal glands and to expose the sigmoid sinus. This was done. The 
sinus wall looked blue and healthy, it was soft to the touch and it 
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was thought unnecessary to cut into it. After this second operation 
the temperature fell to 102° and remained at that height until May 
22. On that day the temperature rose again to 104. The ear 
continued to discharge pus; the sinus wall was covered with appar- 
ently healthy granulations and was resistent to the touch. On May 26 
the temperature rose to 106° F., and it was decided to open the 
sinus. The granulations covering the sinus wall were removed 
with a curette and the thickened wall was exposed. An incision 
one-half of an inch in length was made through the anterior sinus 
wall. A quantity of pus was evacuated from the sinus, but no flow 
of blood followed. The thickened wall was cut away with scissors. 
The bone covering the transverse sinus was removed with bone for- 
ceps up to a point where the sinus wall appeared normal. A curette 
was then passed centrally in the sinus and a large clot dislodged. A 
free flow of blood followed. The curette was introduced into the 
peripheral end of the sinus and a broken-down prulent clot re- 
moved. No blood flowed from below. The jugular bulb and the 
jugular vein were exposed. The bulb was filled with a soft clot. 
The jugular vein was obliterated throughout its whole course in 
the neck. At a little distance above the clavicle the jugular vein 
was very much distended and looked blue. The vessel was doubly 
ligated at that point and cut between the ligatures.. It was then 
dissected out of a bed of cicatricial tissue and followed up to the 
base of the brain and removed. The dissection was very difficult. 

After this operation the temperature fell to normal within twenty- 
four hours. The child made a good recovery and is now perfectly 
well. 

Case II, On January 20, 1901, I was called to see Miss G, aged 
14. She had had an attack of measles, from which she was recover- 
ing, when on the tenth day of the illness the temperature rose to 
104°, and her right ear began to pain. The drumhead was red 
and swollen in its upper portion. The left ear showed nothing 
abnormal. The patient had vomited repeatedly that day and com- 
plained much of dizziness. She had also marked photophobia and 
rotary nystagmus. The pupils were small and of equal size. Ow- 
ing to the constant motion of the eyes a distinct ophthalmoscopic 
view could not be obtained. The mastoid process was tender, both 
over the antrum and the apex. By incision of the drumhead a small 
amount of mucus was removed. The next day the soft parts cover- 
ing the right mastoid process were oedematous and the bone was 
excessively tender. Dizziness, vomiting, photophobia and nystag- 
mus persisted. The temperature was still 104° F.; pulse 110. An 
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immediate operation upon the mastoid was advised, but the prog- 
nosis was made very grave in View of the persistence of the symp- 
toms mentioned. Dr. McKernon was called in consultation and had 
the kindness to assist me in the operation. The mastoid was of the 
large pneumatic variety. The cells from the temporal ridge down 
to the apex were filled with sero-purulent material and granulatioa 
tissue in polypoid form. Over the sigmoid sinus, between the outer 
and inner tables, there were large cells and these were filled with 
serum. The internal table covering the sinus showd no soft or 
discolored spot. The bony covering was nevertheless removed and 
the sinus exposed. The sinus wall looked blue and healthy and 
was not incised. After the operation the head symptoms disap- 
peared, but the temperature remained at 103° F. On the fifth day 
after the operation the temperature rose suddenly to 106° F., the 
head symptoms reappeared and the patient became delirious. In 
the presence of Dr. McKernon I mave an incision through the sinus 
wall and evacuated a large quantity of clear serum. When the 
flow had ceased a large red clot was removed from the central end 
of the sigmoid sinus, which bled freely. From the peripheric end 
several pieces of disintegrated clots were removed, but no bleeding 
followed. The internal jugular vein was then exposed. It was 
covered by enlarged glands, which were removed. The vein was 
found to be full of fluid blood. It was ligated and resected. The 
temperature fell after the operation, but rose again. The patient 
did not recover consciousness and died two days after the opera- 
tion. No autopsy could be obtained. 

Case III. L. R., aged 8, was admitted to the Mount Sinia Hos- 
pital April 24, 1902. 

Family History.—Negative. 

Previous History —Pneumonia at one year of age. Measles a 
few years later. 

Present History.—Ill six weeks. Continued to go to school until 
one week ago. At that time began to vomit occasionally and to 
complain of pain behind right ear. Never had a discharge from that 
ear. Went to the dispensary, where the drumhead of the right ear 
was pierced. He was advised to go to the hospital. Temperature 
on admission 105° F. 

Physical Examination.—G. C. good; well nourished. Submaxil- 
lary and cervical Imyph glands enlarged. Marked tenderness over 
right mastoid process. There is an incised wound in the right 
drumhead. Membrana tympani and external canal not swollen. 
Left ear normal. 
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Ophthalmoscopic Examination.—Negative ; lungs, negative ; heart, 
systolic blowing murmur over base and apex, most marked over 
pulmonary area; apex beat and borders normal; liver, spleen, abdo- 
men, extremities, negative. April 25, temperature 105° F., general 
condition same. Tenderness over right ear, swelling below tip. 
April 26, temperature 100° F. Tenderness over mastoid less marked. 
Tip still tender. White blood corpuscles 19700. Widal negative, 
Lungs negative. Temperature rose in the evening to 105° F. 

April 27, temperature 104° F. Patient had a chill. Mastoid ten- 
der at the tip. 

Mastoid Operation.—Gas and ether. Usual incision over .mas- 
toid; subcutaneous tissues normal; bleeding rather profuse. 
No antrum found, inner table softened over sigmoid sinus. 
Sequestrum imbedded in granulation tissue and pus in region of 
sigmoid sinus. Sequestrum removed, but sinus could not be found. 
A thin, hard cord ran over the surface of the dura in region of 
sigmoid sinus. In order to identify the sinus the bone was re- 
moved in the direction of the lateral sinus. This was found and it 
was seen that the cord mentioned above was a prolongation of the 
sinus. The lateral sinus was opened but did not bleed. More bone 
was removed until a part of the lateral sinus was encountered, 
which bled freely. The peripheric end of the sigmoid sinus was 
changed into a thin cord and its connection with the bulb was not 
exposed. It was deemed advisable to discontinue the operation, 
inasmuch as the pulse became very feeble and could not be counted. 
An intravenous infusion of the normal salt solution, 3xvi, was ad- 
ministered with stimulating effect. Temperature 105° F. In the 
evening, chill. April 28, ligating and extirpation of jugular vein. 
Though the temperature was still high, the pulse was of better qual- 
ity and it was decided to ligate the internal jugular vein. Incision 
was extended downward almost to the clavicle. The vein moved 
well with the inspiratory impulse, but did not fill from above. It was 
doubly ligated above the clavicle, divided between the ligatures, dis- 
sected upward and excised at the jugular foramen. At this point a 
firm thrombus was found. 

The mastoid wound was inspected. The central end of the lat- 
eral sinus bled freely. A portion of the necrotic sinus wall was 
removed and the wound dressed. 

April 29, temperature 99° F. Patient doing well. May 1, tem- 
perature 100°. Wound dressed. May 3, temperature 100°; gen- 
eral condition good. May 5, temperature 99°; wound dressed. May 
6, temperature 98.5°. Patient on full diet. May 15, wounds granu- 
lating. Patient up and about the ward. May 24, patient discharged 
cured. 








ON THE VALUE OF ELECTROLYSIS IN THE 
EUSTACHIAN TUBE.* 


BY NORVAL H. PIERCE, M. D., CHICAGO, ILL. 


Since 1839 electrolysis has been used by Crussel, Tripier, Mallez, 
3renner, Clymer, Rockwell, Newman and others in the treatment 
of strictures of the urethra, the rectum, the esophagus, the nasal duct 
and, latterly, of the Eustachian tube. Its employment in tubal disease 
has gained fresh impetus since the publication of Duel’s paper in 
1897,’ though his efforts, as he himself discovered, were antici- 
pated by Cumberbatch and Steavenson,? who published a series of 
seven cases so treated, in 1888. The honor of first using electrolysis 
in the Eustachian tube does not belong to these gentlemen, how- 
ever. Steavenson, in a note to the editor of The Lancet (December 
8, 1888) acknowledges the priority of Mercie,* Miot,* Bartoux,’ all 
of whom published papers on this subject in 1884. Robert New- 
man,® in a paper published in 1898, mentions using electrolysis in 
the Eustachian tube in December, 1894, and refers to the work 
done in this direction by Mercier and Garricon-Desarines’ and pub- 
lished in 1884. By substituting a gold bougie for the more or less 
cumbersome electrodes of his predecessors, Duel greatly improved 
instrumentation. 

Since Duel’s papers appeared, several other otologists have pub- 
lished their results, some of which were remarkable for their bril- 
liancy and others not quite so much so. In the discussions which 
followed the reading of these papers, too, a great dissimilarity of 
ideas was expressed as to the worth of the procedure. In order to 
estimate the efficacy of the electrical bougie in the treatment of tubal 
disease and the removal of those pathological conditions which might 
be connected with diminished audition and tinnitus, the writer 
subjected twenty-one cases during the past twelve months to this 
mode of treatment. 

The electrical current was taken from the Edison street circuit of 
110 volts, and led through a Victor shunt-controller. From fifteen 
to thirty volts were necessary to obtain from two to five milliam- 
peres with the negative pole attached to the Eustachian bougie, 
while the positive pole in contact with the sponge electrode was held 
in the hand opposite to the tube operated on. The wrist-clamp, de- 


* Read before the seventh annual meeting of the Western Ophthalmologic and Oto. 
Laryngologic Association, Chicago, April 10, 1902. 
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vised by Wendell C. Phillips for connecting the positive electrode 
with the wrist, may well be recommended, as annoying variations 
of the current may be caused by inconstant pressure when the 
sponge is held in the hand. The gold electric bougies made by 
Meyrowitz were employed. Contact lasted from three to ten min- 
utes. Length of contacts and strength of current varied according 
to the electrical resistance of the patient and the resistance offered 
to the passage of the electrode in the tube and the subjective sensa- 
tions of the patient. Both the plain rubber catheter and the silver 
catheter were used. The silver catheter, insulated by means of 
rubber tissue is more easily kept clean and more readily adapted 
by bending to the peculiar topography of each case than the rubber 
catheter. The procedure was nearly always carried on under cocain, 
all active inflammatory processes having been first allayed and the 
strictest cleanliness observed. 

A brief review of the tuba auditiva will not only refresh memory, 
but may explain certain points observed in the use of the electrical 
bougie in the tube, which have been otherwise interpreted or under- 
stood. In its passage from the tympanum to the post-nasal space, 
the tube pursues a course from before, downwards and inwards 
(medial) obliquely backwards; upwards and outwards (lateral). 
The axis of the tube forms with the axis of the external auditory 
canal, an angle of 150°; with the septum narium, an angle of 45° 
to 50°; and with the horizontal plane of the head, an angle of 30°. 
Its tympanal ostium is situate 2.5 cm. higher, and 1.6 to’ 1.8 cm.® 
further posterior than its opening in the post nasal space. It is 
composed of two portions, a membrano-cartilaginous and an osseous 
portion, which join at a more or less obtuse angle. This part of 
the canal is the most constricted, and is, therefore, called the isthmus. 
From this point the calibre of the canal gradually but continuously 
increases towards both the pharyngeal and tympanal ostia, where it 
reaches its greatest diameters. The measurements of the tube must 
be maintained in the memory of one using the bougie. Its length, as 
given by different authors, varies from 34 to 44 mm., or circa in mini- 
mum, 34.4 mm., of which three-quarters, or about 24 mm. belongs to 
the membrano-cartilaginous portion, and one- third, or 12 mm., to 
the osseous. Therefore the isthmus, or the most constricted part of 
the tube, at which the osseous and membrano-cartilaginous por- 
tions join at a more or less acute angle, lies 24 to 28 mm. from the 
ostium pharyngeum; it has a horizontal diameter at 2 to 4.5 mm., 
while its longitudinal diameter is less than 1 mm.® The ostium 
pharyngeum has a longitudinal diameter of 4.5 mm.?° and a hori- 
zontal of 5mm. The ostium tympanicum has a longitudinal diameter 
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of about 4.5 mm. and a horizontal of about 3.3 mm. The surface 
is slightly spiral, so that the anterior and outer wall of the cartilagi- 
nous portion becomes the inferior wall of the osseous portion, and 
the posterior inner wall becomes the superior.*® 

The relationship of the mesial wall of the osseous portion to the 
carotid is most important, inasmuch as only a thin layer of bone 
separates the two, and in this, dehiscences are occasionally found"™— 
facts not to be forgotten by those who use wire bougies in this 
region. The mucosa of the tube is continuous from that of the 
pharynx, and, in the region of the ostium pharyngeum and for a 
short distance inwards, is loose, vascular and lies in large folds 
which tend to disappear toward the isthmus. These folds form 
a prominence on the floor of the tube near the pharyngeal opening, 
which acts as a valve to close the tube when in a state of rest. The 
part making up the floor is richly supplied with mucous and fol- 
licular glands; with these in the middle of the cartilaginous por- 
tion, lymphoid follicles are found in such abundance, especially in 
children, as to warrant the name of “tubal tonsil.”2* The mucosa 
of the osseous portion more closely resembles that of the tympanum, 
and at, or near the isthmus, is thin and closely adherent to the 
bone; as it approaches the ostium tympanicum it becomes thicker and 
contains tubular glands. 

Anomalies of direction have been observed in both the osseous 
and cartilaginous portions of the tube. Voltolini’® mentions acute 
bendings of the osseous portion and according to Schwartze™ 
these anomalies are not of infrequent occurrence. Anomalies of 
lumen may be due to congenital or acquired pathological changes. 
Moos" relates the case of a deaf mute with osseous obliteration 
of the tympanum in which the opening of the tube admitted only the 
point of a needle. Toynbee’® mentions as one of the causes of di- 
minished lumen, the protrusion of the osseous walls; and the same 
author reports a case in which an enlarged carotid canal so en- 
croached on the tube that only a bristle could with difficulty be 
passed through. Zuckerkandl™ instances abnormally spacious ca- 
nalis pro musculus tensor tympani encroaching on the lumen of 
the tube. The same author mentions the frequent occurrence of 
clavate projections at the ostium tympanicum which diminish the 
lumen of the tube. Congenital narrowing of the ostium pharyn- 
geum has been observed by Urbantschitsch and others. Acquired 
stricture of the tube may be due to pressure from without its walls, 
or to disease of the mucosa or submucous tissue, such as occurs 
in the course of an acute or chronic catarrhal inflammation.** Such 
inflammations may lead to adhesions between the walls of the tubes, 
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which may completely, or incompletely destroy its patulency, or 
may lead to the formation of strands or threads of tissue reaching 
from one wall to the other and binding them more or less closely 
together. Inflammation of the submucous connective tissue most 
frequently leads to stricture at the isthmus, but an inflammatory 
exudate unorganized or organized in the pars membrano- cartilagi- 
nous may, by interfering with circulation, produce passive conges- 
tion of the rest of thé tube and of the cavum tympani. 

In contradistinction to these commonly accepted views, Sieben- 
mann’ and Bezold,” speaking in a symposium on the treatment 
of tubal disease, declared that they had never, in an enormous num- 
ber of observations on the cadaver, observed stenosis of the Eustach- 
ian tube occurring anywhere but at the pharyngeal or tympanic 
openings of the tube. 

In order to get this paper within the time limits, I shall be unable 
to read the case histories of the twenty cases, but will give a terse 
résumé which will answer all practical purposes. 

Ten were in the class of oto-sclerosis, or rarefaction of the laby- 
rinthine capsule. Eight were catarrhal. Of the remaining two, 
one was due to disease of the nervo-muscular apparatus of the tube; 
the other was one of almost complete obliteration of the membranous 
portion, due to syphilis. 

All the other cases had been treated by other methods by myself, 
before treatment was begun with the electrical bougie. Before be- 
ginning with the electrical treatment, all the tubes were explored 
by means of a celluloid bougie (Urbantschitsch’s). In six of the 
cases of oto-sclerosis, the bougie was arrested at about the isthmus. 
In two of these six cases the electrical bougie passed through the 
osseous portion after the fourth seance. They were all treated for 
two months, at intervals of a week, with catheterization every other 
day. In none was audition improved to a noteworthy extent, nor 
were the entotic sounds diminished. The tuning fork tests for upper 
and lower limit remained unchanged. 

In six of the eight cases of catarrhal disease, the bougie was ar- 
rested from 4 to 23 mm. from the pharyngeal opening. In five 
of them, after two months’ treatment, the bougie failed to pass 
further than the isthmus, or a few millimeters beyond. In two 
cases in which the bougie passed directly into the middle ear, there 
were extensive adhesions between the tympanic membrane and the 
promontory. In none of these cases was there any improvement, 
that is, further than the improvement gained by the other methods of 
treatment previously pursued, nor was there any change to be ob- 
served in the adhesion of the middle ear. The case ‘of syphilitic 
stenosis remained unchanged. 4 
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In only two, of the twenty cases could any results be ascribed 
to the electric bougie. These were both cases of sub-acute disease 
with recurrent attacks of defective audition and tinnitus with di- 
minishing intervals. In these cases there were, in all probability, 
soft infiltrations in the membrano-cartilaginous tube near the isth- 
mus. In both of them, the benefit to audition and the subjective 
symptoms was marked, immediate and lasting and these results were 
obtained after the usual methods of injection, the catheter, inflation 
and massage had been tried. Occasionally in other cases marked 
improvement to audition was observed immediately after the applica- 
tion of the electrode; that is to say, whereas the patient could hear a 
whisper at but a few inches before the use of the electrical bougie, 
immediately thereafter a whisper could be heard at as many feet. 
3ut we cannot ascribe this to the influence of the electricity, inas- 
much as we occasionally observe as great improvement following the 
use of the ordinary celluloid bougie. The explanation of this phe- 
nomenon is difficult, but probably takes place by way of stimulation 
of the reflex nervous apparatus of the ear.** 

In illustration of how one may be led to erroneous conclusions 
as to the value of electrolysis when used in this particular, permit me 
to introduce a case which came to my notice not long since. 

A. F., aet., thirty-six, merchant, residing in a town in central 
Illinois. He complained of diminished audition and tinnitus in the 
left ear. No pain, no discharge. 

Status presents—Weber left R + (a’) bone conduction + 5”: 
(a’) canal conduction — 15”; lower tone limit a whisper 9 ft. 

Otoscopy.—Mt. ham colored, otherwise negative. Urbant- 
schitsch’s bougie No. 3 arrested 2.6 cm. from pharyngeal opening, 
which prolonged manipulation failed to pass farther. Auscultation 
immediately thereafter gave evidence that the tube was fairly pat- 
ulous, and of the presence of tenacious mucus. After inflation, hear- 
ing distance for whisper was increased to twenty feet. On the fol- 
lowing day, bougie No. 4 passed to the tympanium without diffi- 
culty. 

The case illustrates : 

(a) That the bougie was arrested by the vertex of the angle of 
the tube, by a natural projection into its lumen, or by one of those 
minute fissures or depressions mentioned by Zuckerkandl; 

(b) That there was no stricture; 

(c) That had the electrical bougie been employed its passage 
might have been ascribed to the influence of the electrical current. 

It has been said that the use of the electrical bougie is accom- 
panied by less pain than accompanies the use of the ordinary bougie; 
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I have not found this so. On the contrary, I regard the electrical 
bougie as more painful. The use of the wire bougie in the Eustach- 
ian tube is not without danger. Several instances of acute otitis 
media following the use of the electrical bougie have come to my 
notice, one, at least, of which necessitated an external operation for 
inflammation of the mastoid cells. I have known of two instances 
where the electrical bougie was broken off in the tube, and when last 
heard of the patients were carrying around the remains of the bougie 
in their tubes.2* When we remember the relationship between the 
carotid artery and the tube, and when we further recollect that de- 
hiscences in the bony wall are not of frequent occurrence, we must 
realize that accidents of a very unpleasant nature may take place 
through wounding the carotid by the sharp end of a metal bougie. 
CONCLUSIONS. 

1. In otosclerotic disease, electrolysis is useless. 

2. In the great majority of cases of catarrhal disease it has no 
advantages over other methods of treatment. 

3. Ina certain few cases where there is probably a soft exudate 
near the isthmus, it may be regarded as of some value. 
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A PIECE OF BOUGIE IN THE EUSTACHIAN TUBE.* 
BY J. OSCROFT TANSLEY, M. D., NEW YORK. 


April 16, 1902, Miss Annie F— came complaining of trouble 
in the left ear, and gave the following history: 

“About February 15th last she had a noise or ringing in her left 
ear which was considerable and quite annoying and effected her 
hearing to a considerable extent. She was advised to consult an 
aurist here in New York, who, after examining her ears, said that 
she had catarrh of the middle ear and stricture in the left Eustachian 
tube. He used an air bag, putting the nozzle into her nose, but was 
unable to make the air enter her ear as well as he said that he de- 
sired, and told her that it would be necessary to use a probe and 
electricity to take away the obstruction. 

“He used cocaine in her nose so that she would have no pain. 
The operation upon the first visit was not very successful, she said, 
and was quite painful notwithstanding the use of the cocaine. She 
was treated by the doctor for four weeks, making three visits each 
week, the treatments each time consisting in passing a tube into her 
nose and then passing a gold wire through the tube into her ear 
and connecting the wire with the electric battery. Sometimes there 
was considerable pain, at others not as much. The treatment seemed 
to relieve the noises and improve the hearing. 

“At one of the visits during the last week of treatment he caused 
her to have considerable pain and when he removed the tube and 
wire he appeared to be considerably disturbed, but as he said nothing 
she could not ascertain what it was that disturbed him, but she 
though that the passage of the wire was not satisfactory to him. 

She only made two visits after the time when it hurt her so much 
and the doctor did not use the wire at these two visits, only sprayed 
her throat and treated her ear. The deafness returned and the 
noises become worse and she had pain in the ear. She had re- 
ceived no treatment since, and as her ear pained her more than it 
had previously, she had been induced by a friend to see me and 
if I could not do her any good she wished me to tell her so, but she 
did not want any more wires passed into her nose.” 


* Read at the thirty-fifth annual meeting of the American Otological Society, New 
London, Conn., July 15, 1902. 
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Examination : 

H. D. R=Watch, 6 feet. H. D. L.—Watch, 2 inches. 

Right Ear.—Canal normal. Light spot displaced upwards and 
forwards, and a mere spot, not triangular. Action to Siegles fairly 
good. 

Left Ear—Canal Normal. Light spot absent. Drum hyperaemic, 
particularly supero-posteriorly, and a distinct leash of vessels pass- 
ing down the manubrium. Slight pain upon lifting the external end 
of the canal; no evidence of secretion in the tympanic cavity. 
Diagnosis.—Subacute inflammation of the maleo-incudal articula- 
tion. j 

I lightly used the Siegles otoscope, but as it caused unpleasant 
feeling akin to pain I desisted. 

Naso-pharynx showed some irritation, but no secretion beyond 
normal. Right Eustachian tube apparently normal. Opening of 
left tube contained some whitish mucus. 





For some time I had made it a routine procedure in examining 
patients ‘whose ears had been previously treated to examine very 
carefully both by inspection and palpation the openings of the 
Eustachian tubes, because I had heard of several cases in which the 
end of the electrolysis probes had been broken and lost. 

I had no reason to suspect that such was the case with this pa- 
tient, but, following my usual course, I examined the tubal open- 
ings carefully, and upon seeing the mucus in the tube I sprayed it 
liberally with an alkaline solution and wiped the cavity out with 
a bit of cotton upon a long probe through the anterior nares, in- 
specting it meanwhile with the small rhinoscopic mirror poster- 
iorly. 

When the mucus was removed I saw something which excited my 
curiosity, and upon palpating or touching it with a metallic probe 
I had the metallic sensation. 

The patient was an unusually docile one, and these examinations 
were made easily after cocaine had been sprayed and sopped upon 
the parts. 

The inferior turbinated was closely applied to the temporal side 
of the nares, and when the tissues had been shrunken with cocaine 
and suprarenal extract I could almost see the Eustachian opening 
through the anterior nares, and I could easily inspect the tube 
through the posterior nares and the “something” which excited my 
curiosity and gave the metallic sensation appeared posteriorly as a 
small spot protruding from, or in the opening of the tube. 
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Having the patient’s head held rigidly and while inspecting the 
Eustachian tube posteriorly, I passed a delicate pair of polypus for- 
ceps through the nose as you would a catheter, and again had dis- 
tinctly the metallic sensation, and upon my third attempt I with- 
drew the bulbous point or end of an electrolysis probe about three- 
fourths of an inch long. 

I had not told the patient what I was trying to do, excepting to 
say that I was trying to clean the tube of the obstruction which was 
troubling her ear, and when I secured the piece I laid it on my 
desk after having inspected it carefully in the adjoining room, and 
I have never seen it since. 

I suspect that the patient stole it, for I shortly was called out of 
the room for half an hour or more, but I have refrained from asking 
her for obvious reasons. The subsequent treatment of the case was 
exosmotic sprays, massage of the drum, derivative applications to 
the external canal, Politzerization, etc. Soon the air passed easily 
into the middle ear, and to make a long story short, after about 
four weeks’ treatment the irritation to the drum membrane had all 
passed away, no more pain was experienced and the hearing came 
up to °/,,, the same as in the right ear. The patient was pleased 
and I have not seen her since. 

I hesitated considerably before I decided to present this case to 
the Society, but it seems to me that these cases should always be 
presented, and any treatment or mode of procedure that cannot bear 
investigation should not be countenanced at all. 

The electrolytic treatment of the Eustachian tube is a new mode of 
procedure, but it has been used many years in the urethra, where 
the technique is much more simple and easy. The urethra, from 
the very nature of its duties, is more used to rough usage, abuse 
and traumatism, and will not resent so quickly the use of the bougie, 
electrolytic or otherwise, and still the electrolytic treatment of its 
strictures is not accepted by the best or the most of the specialists 
in this branch. Years ago I abandoned the use of bougies in the treat- 
ment of the Eustachian tube, because I found better results with 
treatment which involves less of danger. I have even gone so far— 
as many of you know—as to say that the catheterization of the tube 
does more harm than-good by forcing up microbes, causing irri- 
tation, stricture, and bands of adventitious tissue where they had 
not previously existed 





I have used electrolysis but my results were very poor indeed, 
and they are practically useless to chronicle, because of my prejudice 
against it. I used it without the slightest hope of success. 
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My friend, Dr. Thomas J. Harris, of New York, read a very 
instructive paper before The American Laryngological, Rhinological 
and Otological Society, May 24, 1901, in New York, entitled “A 
Year’s Experience in the Treatment of the Eustachian Tube by 
Means of the Electro-bougie,” and I would earnestly advise its 
perusal. I cannot review his paper wholly, but will simply quote 
his results. 

“In 33 cases treated 26 had tinnitus ; of these 

I was cured; 

13 improved; 

I2 not improved; 

Of these 13 improved; 

2 were much relieved; 
9 partially so; 
1 much relieved, but no stricture present. 
1 temporarily relieved. 

Of the two cases reported as cured, one has not been seen after- 
wards and one patient returned at the end of four months with tin- 
nitus as bad as ever. 

Seventeen of the 33 cases complained of ‘hard hearing. 

12 improved; 
5 not improved. 

Of these 12 improved cases ; 

3 only slight improvement ; 
3 from 3 inches to 6 feet. 
6 from 4 to 12 feet. 

In short, real benefit to hearing was made in eight of the nine- 
teen cases, but later examination of two of these eight cases shows 
all improvement lost. 

His final conclusions are as follows: 

1. The electro-bougie has a place in aural surgery, though less 
than was at first supposed. 

2. It should be used after and not before other methods. 

3. It will be most liable to fail if any associated internal disease 
is present. 

4. Its results are not always permanent; we may hope for a 
diminution rather than a disappearance of the tinnitus. 

5. Its use is not without danger. 

6. It is a question whether the process is a true electrolytic 
one or if in many cases the obstruction is a true fibrous one. 

You will notice that his final conclusions are far from being 
enthusiastic, but eminently just. 
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My experience with the bougie in years past and my more recent 
experience with the electrolytic bougie has induced me to come to 
the conclusion to let it alone except in very exceptional cases, and 
in my office the bougie is not used more than once or twice a year, 
and the catheter very seldom, and when I do use the catheter, [ 
always use that excellent procedure or Dr. Dench, of a piece of 
piano wire with a bit of cotton upon the end. This wipes out the 
tubal opening and affords a means of making such applications as 
may be desired, but I do not consider it a probe or bougie in any 
sense of the word. 

My office is not an experimental one, and I dare not and f »ve 
no desire to incur any risks in treatment. 

Previous to the case which occasions and precedes these remarks, 
I had not read Dr. Harris’ paper upon the subject, and had heard 
only the rumor of the breaking of bougies. 

In speaking of the dangers of this treatment Dr. Harris says as 
follows: “Care was exercised in each case to secure as thorough 
asepsis as possible. In spite of this, suppuration of the ear fol- 
lowed in four cases.” 

That is, suppuration in 12 per cent. of the cases. 

Three of these cases were attended by no unpleasant sequelae, but 
one case passed on to a mastoiditis and he found it necessary to open 
the mastoid five days after the electrical treatment.. Again he says, 
“Recently we have heard of still another complication. In two 
cases in the hands of an experienced, competent man the bougie 
has broken off in situ.” 

Knowing the honesty, capability and carefulness of Dr. Harris, 
his words speak volumes to me, and I hope they will speak equally 
loud to others. 


28 West 43d Street. 














A CASE OF SARCOMA OF THE TEMPORAL BONE.* 
BY CHARLES J. KIPP, M. D., NEWARK, N. J. 


C. H., 5 years of age, was brought to the Newark Eye and Ear 
Infirmary on account of pain in and a swelling back of his ears, on 
March 16, 1900. According to the father’s statements the boy had had 
at no time before the present attack pain in or a discharge from his 
ears He had measles some time ago, but no ear symptoms were 
noticed at the time. About a month before he came to the Infirmary 
he began to complain of pain in his ear. His mother syringed the 
ear, but did not consult a physician about it. About a week ago a 
fleshy mass was first seen in the external meatus and this has stead- 
ily increased in size since then. He has had great pain in his ear 
for several weeks. I found the external meatus completely filled by 
a fleshy mass, in appearance like an ordinary polypus. Pressure on 
the ear caused offensive purulent fluid to come out of the meatus. 
As I was about to leave the hospital when the boy was brought in, 
and the boy was in great pain, I concluded to remove the polypus 
at once, as I thought that it caused retention of pus in the ear and 
to postpone further procedure till next day. I had-no difficulty 
in removing with a snare the growth which seemed to spring 
from the lower wall, close to the membrana tympani The removal 
of the growth was followed by considerable bleeding, which stopped, 
however, on plugging the external canal. The operation was not 
followed by relief of the pain in the ear. This ear was apparently 
totally deaf. Tuning forks placed on median line were heard best 
in the deaf ear. On the following day, while he was under the in- 
fluence of ether, I made a careful exploration and found a large 
hole in the lower wall of the osseus canal, close to the tympanic 
membrane; from this hole a probe could be passed downward and 
inward, and on withdrawing the probe much purulent fluid es- 
caped from the hole. The region of the mastoid was swollen, but 
not red, and for some distance below the auricle the soft parts felt 
boggy. No distinct fluctuation could be detected. No enlarged 
lymphatic glands could be felt anywhere near the auricle. The 
drum membrane was of a deep red color and swollen and a small 
perforation was found in the posterior half. There was nothing in 
the appearance of the ear or the surrounding parts which aroused 





> * Read before the thirty-fifth annual meeting of the American Otological Society, 
New London, Conn., July 15, 1902. 
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a suspicion that the case was anything other than an ordinary 
otitis media purulenta with extension of the disease to the mastoid, 
and I therefore proceeded in the usual way to open the antrum. 
On making the incision from below upward through the soft part, 
the knife at once opened a large cavity below and in front of the 
apex of the mastoid. This cavity was full of granulations of large 
size, some of them as large as a small pea, and of a greenish color. 
I removed a considerable quantity of them with a spoon and put 
them aside for microscopic examination, but they were unfortunately 
thrown away by one of the nurses before the operation was finished. 
This cavity extended far in toward the pharynx. The cortex of the 
mastoid was quite soft and so was the posterior upper and lower wall 
of the external canal. I was able to remove all of the softened bone 
with a sharp spoon and by the time I had gotten through curetting, 
but little of the posterior upper and lower walls of the external 
canal remained, the antrum and the tympanum were one cavity; 
the hammer and the incus were removed with forceps, and the tym- 
panum cleaned of granulations. I do not remember ever to 
have had another case in which the bone was so soft and could be 
scraped away with so little force. The cavity was packed in the 
usual way and the boy put to bed. Temperature was 102° before 
the operation, but fell to about 100° after the operation and re- 
mained at this point during the following two weeks. Nothing 
noteworthy occurred during the first month after the operation, ex- 
cept an unusually rapid and very profuse growth of granulation from 
every part of the wound. We tried firm packing, cauterization with 
nitrate of silver and the galvanic cautery, but with little effect. In 
the beginning of May the whole cavity was filled with a fleshy mass 
and by the fifteenth of this month this mass had grown at least 
half an inch above the level of the outer plate of the bone. On the 
16th of May I put the boy once more under the influence of ether 
and removed all of the mass and also all softened bone with sharp 
spoons and gouges. The operation was not followed by unpleas- 
ant reaction, but the fleshy masses soon sprouted again from all 
parts of the cavity and grew so luxuriantly that they protruded 
again above the level of the bone in about two weeks. The boy’s 
temperature was never over 101° during this time, and most of the 
time it was about normal. About the first of June he began to 
complain of headache and pain in his ear and nothing but the free 
use of morphine allayed the pain. Paralysis of the facial nerve fol- 
lowed a few days later, and the ophthalmoscope, which had been 
frequently used for the examination of the eyes since he first came 
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under observation, now showed a beginning optic neuritis in both 
eyes. He lost flesh quite rapidly while the tumor steadily increased 
in size. I did not attempt to remove the growth again, but sent 
the boy home, where he died about three months later. The tumor 
removed after death weighed 6 pounds 8 ounces and measured 25 
inches in circumference. No autopsy was made. This photograph 
was taken in July, about two months before his death . 














I have seen and operated on several other cases presenting about 
the same clinical features, but in all of them the disease, so far as I 
know, did not return in any one of them. The microscopical exam- 
ination of the masses removed at the first operation was very unsat- 
isfactory, I could not positively say that the bits of tissue examined 











44 KIPP: A CASE OF SARCOMA OF THE TEMPORAL BONE. 


were characteristic of a sarcoma, but consisted of small round ‘cells 
with but little intercellular tissue. The masses removed at the sec- 
ond operation left no doubt as to the sarcomatous character. 

I was struck at the first operation with the peculiar greenish 
color and the large size of the granulations contained in the cay- 
ity in the soft parts beneath and in front of the mastoid. They 
were so entirely different in appearance from anything that I had 
previously seen in connection with mastoid disease that I called the 
attention of my assistants to them at the time. I regret exceedingly 
that they were lost. The very soft condition of the bone was an- 
other feature that attracted my attention at the time, but in all other 
respects, the case was like most other cases of mastoid disease due 
to purulent middle ear inflammation and suspicion of the malig- 
nant character of the disease was not aroused till the very rapid 
growth of the mass was noticed some weeks after the first operation. 

I am indebted to Dr. W. A. Condict, of Dover, N. J., who treated 
the boy after his discharge from the hospital, for the history of the 
case subsequent to his discharge from the Infirmary. 











TWO CASES OF PERSISTENT FISTULA AFTER THE 
MASTOID OPERATION, WITH REMARKS.* 
BY J. HERBERT CLAIBORNE, M. D., NEW YORK. 


Case IJ. A young Irish woman of 26 years of age, consulted me 
March 23d, 1901, through Dr. Eversfield, of New York, on acc sui: 
of her left ear She was a saleswoman in a large department shep. 
She had grip in January and since that time had not felt well. 
When she came to me she presented a pitiable spectacle. Her fiand 
was over her left ear, her face was drawn, pale and pinched and 
she had the typical appearance of one in great pain and suffering 
from profound systematic intoxication. She was so deaf she sould 
hear only shouting speech. The ear stood off from the head, the 
mastoid was swollen, oedematous and tender on pressure, particu- 
larly over the region of the antrum, the temperature was 101.8°. 
The left drumhead was hidden by the presence of a quantity of 
moist epithelial scales. There was no odor, nor was there any swell- 
ing of the canal in the region of the membrane. The fact that she 
was apparently deaf in both ears, induced me to examine the right 
ear also. I found there a dull, somewhat sunken membrane, but 
nothing else beyond a slight redness along the hammer and at the 
periphery. There was no swelling behind the ear, but it appeared 
to be tender on pressure. I finally satisfied myself that the ten- 
derness behind this ear was not a true one, and that her recoiling 
under pressure was due to her nervous and apprehensive state. 
Subsequent examination of that ear showed a markedly diminished 
hearing power. She admitted that she had had bad hearing on 
that side since her childhood, although her hearing at the time was 
undoubtedly lessened by her then condition, as subsequent exam- 
ination showed. She was sent to the New Amsterdam Eye and 
Ear Hospital and put to bed. A large dose of Epsom salts was 
administered, hot douches were made to the ear and an ice-bag 
placed over the mastoid. A quarter of a grain of morphine, hypo- 
dermically was administered at 11 p. m. After a restless night her 
temperature was found to be 104°. It was decided to operate as 
soon as possible and at 2:30 o’clock on that day the patient was 
anesthetized. The classical mastoid incision was made. The outer 
table of bone appeared to be healthy, but the chisel found its way 


* Read at the ag tg — annual meeting of the American Otological Society, New 
London, Conn., July 15, 
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readily beneath it. No pus was found, but a quantity of granula- 
tion tissue was evacuated. The tip was not entirely removed, since 
in that region the bone appeared to be healthier than elsewhere. 
The granulation tissue having been all apparently removed, Dr. 
Pooley, who assisted me, and myself decided that there was no 
frank indication for entering the antrum. Accordingly the wound 
was packed with iodoform gauze, and the patient put to bed. 
The temperature immediately fell to 100°, but the next morning rose 
to 103°. At that time there was absolutely total deafness on both 
sides, she being unable to hear anything whatsoever. She vomited, 
was restless and appeared very apprehensive. I saw her the first 
time on Saturday and operated for the first time on Sunday. On 
the following Monday afternoon the above symptoms were exag- 
gerated, if possible, and I decided upon a second and more exten- 
sive operation. Dr. Myles and Dr. Pooley gave me their valuable 
assistance, and the patient was chloroformed at 10 o’clock Monday 
night. The original wound was considerably enlarged, the entire 
tip was removed, and a skin flap was produced by an incision ex- 
tending downward and backward, commencing on the hair line and 
on a level with the upper border of the concha. This was for the 
purpose of seeking dead bone and possibly a fistulous opening into 
the posterior cranial cavity. Small beads of pus were found at the 
apex of the tip and in fact throughout the new area invaded. With 
rongeur forceps the bone was bitten away to the rear and above and 
it was observed that the cancellous tissue extended much farther 
than ordinarily. In fact, it was found far beyond the region of 
the sinus and well up into the squamous portion of the temporal 
bone; wherever there was cancellous tissue, there were beads of 
pus. The antrum was entered by a large aperture, but that cavity 
and the middle ear were not made into one. There was no pus in 
the antrum. Since the bone which lay immediately over the sinus 
was healthy, and since there had been no tenderness over the jugular 
vein, it was decided not to invade these structures. The antrum 
and the wound were packed with gauze and the patient put to bed. 
The temperature fell that night and on the following morning was 
still down, but she developed a hacking cough on that day and 
towards the afternoon the fever rose again. Examination of the 
chest revealed a patch of solidification of the lung, of the size of 
the palm of the hand, on the right side. There was a difference of 
opinion as to whether or not this was metastatic; it was the opin- 
ion of Dr. Pooley and myself that the pneumonitis was incidental. 
Antiphlogistine, in the shape of a paste, was applied to the area, and 
on the following day, Wednesday, there was prompt resolution, 
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with characteristic brick-dust in the sputum. There was no swell- 
ing of any of the joints, though she did complain of pain in the 
knees. After this the temperature went to normal and stayed there. 
On the following day, that is, Thursday, the hearing commenced to 
improve. The patient’s appetite recovered, and her general physi- 
cal condition went on to complete recovery. The wound healed 
very slowly, which was natural in view of the large quantity of 
bone removed. At one time a pocket of pus was discovered at 
the lower angle of the wound and far under the skin flap. This 
was indicated primarily by a rise of temperature which became 
normal again after evacuation of the pus. There was also discov- 
ered subsequently a small spiculum of dead bone at the lower angle. 
This was removed and the wound healed more rapidly in that direc- 
tion afterwards. About five weeks following the operation she left 
the hospital for her home. The angles of the wound were well 
healed, but there was still a cavity-leading toward the antrum. She 
came to my office on regular days for six weeks thereafter for the 
wound to be dressed. At the end of this time it had apparently 
healed well-nigh to the surface, so I permitted her to go to work. 
She performed her duties without any discomfort, but after she had 
been at work a month or more, I noticed one day a drop of pus at 
the bottom of the wound. I thrust firmly upon the region with my 
probe, and to my surprise it burst through a thin crust of tissue 
and disappeared in a cavity to a considerable distance. The patient be- 
came immediately pale, nauseated and exceedingly deaf. Subsequent 
manipulation convinced me that the cavity led directly into the attic. 
This incident happened about four and a half months after the sec- 
ond operation. The bony wound since that time has made a num- 
ber of attempts to heal. on the surface, but this has been prevented 
by the use of gauze packing. Subsequently I inserted a small per- 
forated silver style. She wears that today, seventeen months after 
the operation. The mastoid region is gradually filling up with a 
deposit of bone cells, and is commencing to assume a rotundity 
approximately normal. The fistula is at the bottom of a sulcus 
bounded by firm, hard bone, and it is possible to observe a narrow- 
ing of this sulcus with the march of time. . The aperture is sur- 
rounded by an area of pale, soft flesh, which could be easily broken 
down. I, however, simply keep the style in position and swab out 
the fistula every day with absolute alcohol. A number of times 
the alcohol has permeated into the throat through the Eustachian 
canal, causing great pain in the ear. A singular accident hap- 
pened during the conduct of this case. On one occasion I was 
swabbing out the fistula with a cotton-armed probe when the cotton 
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came off and remained in the depth of the fistula. An attempt to 
remove it pushed it further in. I was in some trepidation as to 
the result. The middle ear, however, as shown in the appearance 
of the drumhead subsequently, and at that time, was not affected, 
nor was the hearing, and in the course of several weeks, after a 
profuse suppuration, the cotton was discovered at the mouth of 
the fistula, and was promptly removed. The fistula has been at all 
times free from stinking pus, the discharge being slight and watery 
in character. I have at no time been able to feel any rough surface 
at the bottom or on the sides of the fistula, and hence, have been 
led to conclude that there is no sequestrum of dead bone present. 

The status of the patient as to the hearing power at this date, is 
the following: The tuning-fork held in the median line of the skull 
is heard best in the left or operated ear. In this ear the watch with 
a fine tick is heard 3% feet; the finest whisper is heard easily in the 
vicinity of the ear. There is no difficulty whatsoever in hearing 
ordinary conversation. The drum-head is sunken, the handle of 
the hammer slightly red, and the attic distinctly red. Reflex totally 
absent. In the right ear, the drum is sunken, pale grey, no redness, 
no swelling. Hears very loud whisper in immediate vicinity of 
the ear. She relies entirely for accuracy of hearing on the left or 
operated ear. 

Case II. A young man of 23, hotel clerk, extraordinarily well 
built, and healthy, contracted inflammation of left ear during the 
latter part of the past summer, while bathing. He received no 
treatment, but the ear recovered in the main, albeit somewhat un- 
comfortable thereafter. During the early part of the following 
December his ear became very painful and he grew very deaf. He 
was sent to me by Dr. Thayer Adams, of New York. When i 
saw him I found the drumhead red, slightly swollen, and the ham- 
mer could be easily made out. He complained of loud noises in 
that ear. There was neither tenderness nor swelling over the mas- 
toid. I ordered hot douches and a full dose of Epsom salts. On 
the following morning the drum was ruptured and when I saw him 
there was a copious discharge of pus. There was relief from pain, 
though the noises and tenderness remained. At the end of two 
months the drumhead had healed and become almost normal in 
appearance. The hearing power had increased, but the tinnitus re- 
mained. Against advice he discontinued treatment. In three weeks 
he returned with the statement that he had contracted a fresh cold. 
I found an immense swelling over the mastoid, the pointing behind 
and slightly to the rear of the mastoid tip. The ear stood off from 
the head and there was great pain in the ear and throughout the 
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left side of the head radiating down the neck; temperature 101°. 
The drumhead was swollen, the outlines of the hammer being en- 
tirely obliterated. I diagnosed mastoid disease with subperiosteal 
pus and advised immediate operation. The mastoid incision was 
made under ether, and when the periosteum was reflected, two 
tablespoonfuls of odorless pus were evacuated in the neighborhood 
of the greatest swelling. The outer table of bone was found to be 
healthy. The entrance into the subcutaneous bony tissues was made 
by an opening that was a trifle higher than the ordinary one. The 
mastoid region was explored and a small quantity of graulation 
tissue was removed. The tip was spared on account of its healthy 
appearance. The antrum was, however, entered by a large open- 
ing; no pus was found there. It appeared, in fact, after all gran- 
ulation tissue had been cleared away that the subperiosteal pus was 
the main, if not the sole cause of the existing serious symptoms. 
The character of the bony surface under the seat of the pus was 
determined by the introduction of the little finger. Neither Dr. 
Pooley nor myself were able to find any indication of roughness. 
We, therefore, saw no reason for further exploration in this re- 
gion. The antrum was tightly packed with iodoform gauze 
and the surface wound dressed in the usual style. The temperature 
fell immediately to normal, and the patient expressed himself the 
same evening as feeling as well as he ever did. The hearing imme- 
diately improved and the tinnitus was considerably diminished. The 
wound healed at the angles in 48 hours and commenced to granulate 
from the bottom. The patient left the hospital in six weeks, while 
the bony wound was still deep. He went to his home, where he 
remained quietly in his room. He came to my office every other 
day to have his wound dressed. The bony cavity, in the mean- 
time, was healing slowly, if at all, and at the end of three months 
from the date of the operation, he went to work in the office of 
the Waldorf, where he did duty as night clerk. The wound at 
this time while entirely healed at the angles, consisted of a fistula 
three-quarters of an inch in depth. There was some granulation 
tissue in it, but no discharge of pus, occasionally a drop or two 
being found at the bottom by inspections of the hand mirror. The 
probe introduced into this cavity went, without doubt, into the attic. 
I was accustomed to pack the wound tightly at the bottom with 
gauze. But it finally occurred to em that this might have some 
bearing upon the slowness of the healing process. I therefore 
ceased packing it to the bottom, and saw my patient every four 
days. I was astonished to find immediately after this change of 
treatment that the wound was less deep and that the whole appear- 
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ance gave promise of more rapid healing. This took place four 
and a half months after the operation, On the 12th of June the 
wound measured one-quarter of an inch in depth and the healing 
process was progressing rapidly, as shown not only by the shallow- 
ness of the fistula, but also by the smallness of the aperture. At 
the end of June the wound had healed firmly and compactly, and 
I found the following condition on examination: The drumhead 
somewhat sunken, but the handle of the hammer red, Shrapnell’s 
membrane red, and the canal in its immediate vicinity, also red. 
There was no reflex. The watch was heard at two feet, finest 
whisper in the immediate vicinity of the ear, acoumeter at 20 feet. 
The noises had disappeared entirely excepting when the patient 
went to bed, when they could be slightly heard. 

I fancy there are few within the sound of my voice who have 
not at some time within their career seen a persistent fistula fol- 
lowing an operation upon the mastoid. I have brought the two 
cases just detailed before you in order that they may serve as 4 
possible text for the discussion of the causes of fistula following 
operations upon the bony structures of this region. At the first 
blush, one naturally lays the condition to the presence of dead bone, 
but there are cases in which this cause cannot with reason, be 
given: to-wit, those cases in which the outer skin grows far down 
into the fistula which not only do not present the pus-flow natural 
to dead bone, but are even totally dry. 

The second case, that of the young man, was obviously not a 
case of caries or pus of the inner mastoid region. The pus was 
altogether superficial and only a very small amount of granulation 
tissue was found in the mastoid cells. It is true, however, that 
anteriorly there have been pus in the middle ear. It is not reason- 
able, in my opinion, to look to a sequestrum for the cause in this 
case. I do not adduce it as a cause even, but I remark it, that the 
opening into the bone was made a trifle higher than ordinarily in 
the Schwartze incision. This is my custom. I find that the route 
to the antrum is more direct when the entrance is made higher 
than ordinarily. The patient remained in the hospital six weeks, 
being permitted to sit up and move about his room at the end of 
two weeks. Upon leaving the hospital and going to his home, he 
lived much the same life he lived in the hospital, save when he 
came to my office to be treated. During all this time there was a 
deep opening in the bone. I think nothing is so well established 
in medicine as that the bed is the best place for those who are ill or 
wounded. Nature certainly repairs an injury more rapidly and 
effectually when the organ invaded is at rest. The flesh wounds 
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healed very rapidly, but the bone slowly, in my two cases. The 
repair of bone is naturally slower than that of the soft parts. The 
young man becoming disgusted at the slowness of his recovery, 
finally went to work and remained standing on his feet and mov- 
ing about constantly for twelve hours in the day. Added to this, 
he did the duty of a night clerk. No improvement was noticed at 
all until I ceased packing the wound at the bottom. Whether the 
result was an illustration of the principle of post-hoc or that of 
propterhoc, I do not know, but I record the fact. It is fair to as- 
sume that the pressure upon the tender new cells retarded or assist- 
ed in retarding their growth. Reasonably then, I can bring for- 
ward two things which have a possible bearing upon the persistent 
fistula in the young man’s case: First, too much moving about and 
the dorsal decubitus for an insufficient length of time after the 
operation. Second, tight packing of the bottom of the wound. 

The young Irish girl left the hospital while the bony wound 
was still quite deep, and finally went to work at her arduous duties 
in the department shop, in practically the same condition. This 
certainly was not conducive to the healing of the bony wound; but 
the behavior in this case and its general history leads one to lay the 
permanent fistula to the existence of dead bone. The probe, how- 
ever, has given no evidence of it and the pus has always been watery 
and scant. Only granulations have been found at the bottom of it. 
My surgical instinct leads me to curette the fistula thoroughly—to 
remove all granulations and scrape the bony walls in search of dead 
bone. Against this are the perfect health of the patient, the excel- 
lence of the hearing, the exigencies of her life, the possibility that 
after all there may not be any dead bone, the possible loss of time, 
now gained, and interference with Nature in her plan of cure. Cases 
like this one certainly present considerable interest. Here is a cav- 
ity in a bone which has two means of drainage—through the mas- 
toid opening or through the attic by way of the middle ear and 
Eustachian canal. The pus, following the line of least resistance, 
selects the easier route, that is, through the fistula. I believe, on 
general principles, it is sound surgery not to pack the fistula too 
tight or at the bottom. It may be left open entirely or a perforated 
style may be inserted for drainage. The granulations may be treated 
by the use of absolute alcohol. Before us, then, in this case, as in 
others that are similar, lie two procedures: Repeated surgical inter- 
ference by curetting or the expectant treatment by the perforated 
canula and the treatment of the granulations. Which is the better? 














CHRONIC SPHENOIDITIS IN ITS RELATION TO 
DISEASE OF THE MIDDLE EAR. 


BY FRANCIS P. EMERSON, M. D., BOSTON, MASS. 


The growing interest in sinusitis has been stimulated anew by 
Griinwald’s second treatise on nasal suppuration, and especially 
as he has here shown the frequent association of disease of the sphe- 
noid with the ethmoida! and maxillary sinuses. Believing that an 
ear clinic where a large number of chronic cases relatively were seen 
in distinction from acute affections of the naso-pharynx presented 
a field where sinusitis sphenoideus could be studied to advantage, at 
my recent service at the Boston Dispensary I systematically exam- 
ined with a probe every case presenting chronic catarrh of the middle 
ear, whether there was evidence of pus on the pharyngeal wall or 
crusts on the middle turbinate or not. The results I embody in an 
analysis of 268 cases where caries of the sphenoid was found twenty- 
five times. That is .93 of 1 per cent. Thirteen more were added 
from old cases not registered during the last three months. Three 
of these are omitted from this group as the record card gives no 
information beyond the bare statement, leaving 35 for analysis, 32 
were unilateral, 18 on the right, 14 on the left side, 2 bilateral and 
1 bilateral in doubt. Twenty-one cases were associated with chronic 
catarrhal, 4 with chronic suppurative ears and 7 presented catarrhal 
on one side and chronic suppurative on the other. In two we have 
only a record of cerumen. The etiology was unsatisfactory, espec- 
ially in trying to trace the influence of influenza, the infectious 
diseases, pneumonia, erysipelas, etc. Headaches, usually severe, was 
the rule; nine also had vertigo. Seven cases were accompanied by 
frontal, 4 supra-orbital, 2 supra-orbital and occipital and 1 vertex 
and occipital. The supra orbital was on the side of the diseased 
sinus. (One private case had intense right supra-orbital and occi- 
pital headache, with caries of the right sphenoid sinus without asso- 
ciated disease of the ethmoid and in which there was an atrophic con- 
dition of the naso-pharynx. ) 

In what per cent ethmoiditis occurred unfortunately the records 
do not show, but it was very large, although but one case was seen 
involving the maxillary cavity. One case with systemic infection 
was noted, the suppurative process being very active, filling the 
whole vault and nares with morning retching, cough, loss of flesh 
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and appetite, chills and sweating. With constant cough and stoop- 
ing shoulders she presented the picture of an advanced case of 
phthisis, but a careful physical and microscopical examination in the 
women’s medical room failed to detect localized disease in the lungs, 
and after the sphenoid sinus had been curetted and her middle turbi- 
nate amputated, she regained her health without systemic medication. 
No cases showed polypi, although the anterior end of the middle 
turbinate in several, was myxomatous. Only one sinus cavity 
seemed boggy or apparently contained much granulation tissue. 
The usual improvement was in the tinnitus, headache and hearing 
which was very marked. The number of times a drop of ‘pus was 
observed in the opening of the Eustachian tube emphasized the nec- 
essity of careful cleansing of the naso-pharynx and posterior rhino- 
scopy before catheterizing as a necessary precaution. While but little 
difficulty was experienced in probing the sinus, still there were 
quite a number with narrow ostia, where a flexible silver probe one- 
half the size and with a head fused on the end, added greatly to the 
detection of small rough areas and in some was the only practical in- 
strument. No one measure has been so fruitful in relieving those 
old chronic cases, who frequent clinics year after year with only tem- 
porary improvement by catheterizing and nasal washes. The re- 
lief of the pharnygeal irritation by stopping the constant dropping of 
pus, together with the respiratory freedom after the removal of the 
enlarged anterior end of the middle turbinate so lessened or entirely 
stopped the tinnitus that many ceased to report. There was also a 
marked gain in hearing in cases where we did not look for it. The 
impression grows on one in watching these cases that there is a 
relation between the pus formation incident to sinusttis and atrophic 
changes in the naso-pharynx. 


516 Warren Street. 
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TONSILITIS LOCALIZED IN A SUPERNUMERARY TONSIL. 
BY FAYETTE C. EWING, M. D., ST. LOUIS, MO. 


Fellow of British Rhinological, Laryngological and Otological Association, Laryngologist 
to the Missouri Baptist Sanitarium, Aurist to the M. E. and P. E. Homes, etc. 


In my consultation of quite an outlay of laryngological records, 
I find no mention of anything corresponding to the case here re- 
ported, viz.: A well developed supernumerary tonsil affected with 
a typical amygdalitis, the normal glands presenting and the one ad- 
jacent in no way sympathizing in the inflammation of its closely asso- 
ciated neighbor. 

B. C., age 30, a business man of St. Louis, consulted me in Jan- 
uary, 1902, for a suppuration of the left ear. The membrana tympani 
of this particular ear was much impaired in physiological capacity, 
from repeated attacks of otitis media in previous years, and the 
present affection was only a recurrence which dried up under appro- 
priate treatment. While being treated for the ear, in all less than 
a month, I removed a very much enlarged middle turbinal, which 
proved to be a beautifully developed cyst. To my cursory routine 
examination (usually accorded patients consulting for ordinary ear 
disease, the throat presented no very unnatural appearance, save a 
general erythema due to excessive cigar smoking, and nothing indi- 
cating special treatment) this supernumerary tonsil escaped my ob- 
servation until one day the patient complained of a sore throat. 
Examination revealed a well developed tonsil between the posterior 
pillar and the pharyngeal wall, inflamed and protruding beyond the 
outline of the said pillar, and presenting all of the appearances of a 
tonsil affected by simple inflammation. This tonsil was typical in 
its characteristics, was well within the outline of the pillar, and 
would have excited no comment had it been located in the normal 
position, for it harmonized with Bosworth’s definition that tonsils 
which protrude beyond the outline of the pillars are pathologic. 
The common faucial tonsils were well, though not unusually devel- 
oped. The patient gave no history of frequent amygdalitis, and the 
natural appearances of the tissue, and its freedom from crypts and 


follicles contra-indicated a frequent inflammation of this supernu- 
merary gland. 

The inflammation pursued a simple course, lassitude, headache, 
etc., without fever, terminating in resolution, leaving a gland the 
size of an ordinary almong, about one-half as thick and visible to the 
eye, without retraction of the posterior pillar. 


Dr. F. M. Rumbold inspected the case and confirmed my diag- 
nosis. 
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SOCIETY PROCEEDINGS. 


NEW YORK ACADEMY OF MEDICINE. 
SECTION ON LARYNGOLOGY AND RHINOLOGY. 
Stated Meeting, November 26, 1902. 


Emit Mayer, M. D., Chairman. 
Tumor of the Larynx. 


Dr. W. Freudenthal presented a man, 51 years of age, who ha’ 
suffered from laryngeal trouble, hoarseness and pain for the past 
six months. There was a tumor-like mass on the left side, and pos- 
sibly some ulceration. At first glance the case impressed him as 
one of malignant tumor, but it was more edematous now. Dr. 
Jonathan Wright had examined specimens three times, but had faile/ 
to find malignancy, and two other pathologists had each examined 
a specimen, also with negative results. Iodide of potassium was pre- 
scribed, but could not be borne. He presented the case for diagno- 
sis. There was no elevation of temperature, and no tubercle bacilli 
had been discovered. 


Fracture of Nasal Bones with Deviation and Perforation of 
the Septum. 


Dr. Freudenthal also presented a man who eight years ago hal 
fallen down upon a stone, breaking the nose. No attention had been 
paid to it until about a year later, when the nose was found to be 
very crooked. Now, he was troubled with headache and dizziness 
as a result of nasal obstruction. When in Vienna about a year ago 
something was removed, apparently an exostosis from the right side. 
In all probability at the time of the fall he sustained a fracture of 
the nasal bone with dislocation of the whole septum. It would 
probably be necessary to remove the callus before the deformity 
and obstruction could be improved. 

Dr. T. R. Chambers said that the ulceration in the first case looked 
to him to be very deep, extending beyord the base of the cords, 
and yet Dr. Freudenthal had said that the ulceration was very shal- 
low. 
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Dr. R. C. Myles said there was a neoplasm, apparently imbedded 
in the left side of the larynx. There was also fixation of the left 
side of the larynx. The case presented all the characteristics of 
malignancy. 

Dr. W. K. Simpson was of the opinion that this was a tubercular 
growth. According to his experience, tubercular growths presented 
a smoother appearance than malignant. The case seemed to him to 
be an example of slow and insidious tuberculous disease of the 
larynx. His experience had been that if the disease was specific 
the patient could, as a rule, tolerate iodide. The fact of intolerance 
of iodide was in some instances a point of diagnosis against specific 
disease. 

Dr. Thomas J. Harris said he thought he had detected a pro- 
liferating tuft on one side, and the growth appeared to him to re- 
semble a papilloma. 

Dr. E. Mayer said he was inclined to agree with Dr. Myles that 
this was a malignant growth, even though the examinations of the 
specimens had so far been negative. This by no means negatived 
the diagnosis of malignancy. 

Dr. T. Passmore Berens said he had seen a patient quite recently 
who could not tolerate iodide, and yet he had seen this person with 
a chancre and knew beyond all doubt that he was syphilitic. 

With regard to the second case, he would say that it seemed to 
him to be operable. The nasal bones should be turned out upon the 
face without breaking them, and then the septum fractured and 
splints applied. Of course, adhesions must be separated. 

Dr. E. Mayer said he had recently operated upon a similar case 
by straightening up the deviation of-the septum and fracturing the 
nasal bones, and the appearance already was very satisfactory. 


Syphilitic Disease of the Tongue. 


Dr. W. K. Simpson presented a man of 30 for the purpose of 
emphasizing the difficulty of making the differential diagnosis be- 
tween tuberculosis, malignancy and specific disease of the tongue, 
simply from the gross appearance. He had come under observa- 
tion about four weeks ago with a history of excruciating pain in 
the tongue and a sensation of extreme fullness associated with an 
inability to move the organ. The man was unable to swallow, and as 
a consequence, was emaciating rapidly. In addition there was very 
marked enlargement and hardness of one of the glands underneath 
the jaw. Examination showed remarkable hardness of the tongue 
and a very superficial ulceration, closely resembling a tubercular 
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ulceration. It involved the left side and all of the lingual tonsil, the 
latter being hypertrophied and partly broken down. The character 
of the adenopathy pointed strongly to malignancy. There was an 
indefinite history of syphilis. The patient was put upon antisyphilitic 
treatment merely as an aid to diagnosis, and the improvement had 
been so remarkable as to effectually dispel all doubts as to the na- 
ture of the disease. There had been practically an entire disap- 
pearance of the adenopathy and of the ulceration, and the swelling 
of the tongue had entirely diminished. 

Dr. Myles said that this case reminded him of one seen a few 
years since in consultation with a New York surgeon. His former 
attending surgeons had strongly advised removal of the tongue. 
The disease was thought to be epithelioma, and if this were the case, 
the case was certainly inoperable. On probing he had opened up 
a collection of pus. Dr. Myles and the surgeon opposed operation 
and put the patient on very large doses of the iodide, with the 
result that a cure was effected in a few weeks. In all these cases 
he would advise not only the use of iodide, but of puncture, for 
sometimes when the tumorfied mass was beneath-the side of the 
tongue calculi were at the bottom of the trouble. 

Dr. M. D. Lederman said that a young woman had been referred 
to him by a dentist because of difficulty in swallowing. At the root 
of the tongue on the right side was a fungoid mass an inch or more 
in diameter. One point appeared to be softened, and here a probe 
passed in about three-quarters of an inch. The condition had existed 
three or four weeks. She was given hypodermic injections of one- 
sixth of a grain of bichloride of mercury daily and iodide of potas- 
sium internally, and at the end of two weeks there was considerable 
improvement. This was done because a prompt result was desired. 


Complete Excision of the Epiglottis. 


Dr. T. R. Chambers presented in connection with his paper, 
a woman of 22 on whom he had performed complete excision of the 
epiglottis. She was now able to swallow and could talk fairly well. 


A Case for Diagnosis. 


Dr. B. S. Booth, of Troy, presented a woman of 48, whose his- 
tory was negative with the exception that one sister had died of 
tuberculosis. The present trouble began about four years ago, and 
had grown worse in the past few months. There was considerable 
thickening of the posterior nares and of the uvula and soft palate. 
The epiglottis and lymphoid tissue at the base of the tongue were 
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also considerably thickened. She complained of difficulty in breath- 
ing, but there was no pain or soreness on swallowing. The pulse, 
temperature and urine were normal. The case was presented for 
diagnosis, though he was disposed to think it was rhinoscleroma. 

Dr. H. Jarecky said he had presented a somewhat similar case 
under the diagnosis of rhinoscleroma. Both the appearances and 
the symptoms of the case now under discussion closely resembled 
those of his own case, 

Dr. E. Mayer said he felt that he could make a diagnosis of lupus 
in this case. The fact of there being no pain, tuberculosis in the fam- 
ily, and the appearance of the epiglottis led him to make this. diag- 
nosis. Eventually tubercle bacilli would be found there if the case 
were one of lupus of the larynx. If another specimen were sent to 
the pathologist his attention should be called to this possible diag- 
nosis, and he should be requested to make a very careful search 
for tubercle bacilli. 


Apparatus for Chloroform and Oxygen Anesthesia. 


Dr. T. R. Chambers presented a convenient apparatus for the ad- 
ministration of oxygen in connection with chloroform. A wash- 
bottle containing the chloroform is fastened to the gown of the 
anesthetizer, and the inlet tube of this bottle is connected with the 
oxygen reservoir. The outlet tube of rubber is not less than five 
feet in length, to insure the chloroform’s reaching the face mask in 
the form of vapor. Ordinarily the anesthesia was complete in from 
one to three minutes. 

Dr. Wendell C. Phillips said that he had ‘seen Dr. Chambers 
anesthetize in this way one very feeble patient, and he had been 
impressed with the fact that, although under chloroform for about 
one hour, the condition of this patient was excellent. 

Dr. E. Mayer said that the vaporization of chloroform and of 
ether had been used extensively in various parts of the world. He 
had seen it employed in London in connection with a double bulb 
and hand pressure. The arrangement by which oxygen could be 
quickly used in an emergency was a valuable feature of the appar- 
atus just presented. 


New Electric Head-Light. 


Dr. T. Passmore Berens exhibited a new electric head-light, which 
seemed to him to be the most practical one of its kind yet put on 
the market. It can be used in connection with a dry cell or by 
means of a rheostat, could be connected with the ordinary socket of 
the electric light fixture. 
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New Laryngeal Snare. 


Dr. R. C. Myles exhibited a new laryngeal snare, which was 
the only instrument of its kind that he had been able to use in a case 
of papillomatous degeneration of the mucosa beneath the vocal cords 
near the anterior commissure. He had found no trouble from 
the small fragments dropping into the bronchi. The instrument was 
intended for small growths. 

Dr. Coffin said he had had a very similar snare made for one case. 


In this instance he had applied the laryngeal forceps before using 
the snare. 


In Memoriam of Dr. Morris Asch. 


Dr. Emil Mayer read this sketch. Published in extenso in Tux 
LARYNGOSCOPE, January, 1903, page 17. 


Excision of the Epiglottis, with Report of a Case. 


Dr. Talbot R. Chambers read this paper. This paper will be pub- 
lished in full in the February, 1903 issue of THE LARYNGOSCOPE. 

Dr. Walter F. Chappell said that eight years ago he had removed 
two-thirds of an epiglottis with a sarcoma attached. The mass 
measured four inches in its largest circumference. A preliminary 
tracheotomy was done and the snare was then applied. There was 
very little reaction, and within a week the woman was out of the 
hospital. When seen a month later the remainder of the epiglottis 
had fallen over, partially filling the gap left by the operation. The 
woman is still alive and well. The diagnosis was made by Dr. E. K. 
Dunham, who said at the time that the type of growth was such 
that it was not likely to recur. 

Dr. W. Freudenthal said that he had been fortunate enough to 
have the opportunity of seeing this operation by Dr. Chambers, 
and at the first examination it had impressed him as a case of tuber- 
culosis. He thought these tumors should always be removed. The 
operation was difficult, largely, he thought, because a proper scis- 
sors or forceps was not at hand, or rather was made. He had ex- 
pected that edema would follow the operation, because of the 
amount of manipulation demanded, but this had not occurred. In 
another case he would prefer to do the operation without general 
narcosis. 

Dr. T. J. Harris said that he had in mind a case upon which Dr. 
J. W. Gleitsmannehad operated for him. The operation was done 
in the upright position under cocain, and there was practically a 
complete excision, if his memory served him. The man was in a 
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bad condition at the time, and there was considerable reaction, in- 
cluding edema. Contrary to expectation, deglutation was not im- 
proved, nor was the patient made more comfortable. 

Dr. R. C. Myles said that the case he had reported appeared in the 
October number of the New Orleans Medical Journal for 1887. 
The operation was easily done under cocain anesthesia, and there 
was practically an absence of pain. He would expect more pain 
in a tuberculous growth. The growth was removed with an instru- 
ment similar to the one Dr. Roe describes as his instrument for re- 
moving the glands at the base of the tongue. The secret of the 
successful action of this instrument was that it could be forced down- 
ward over the epiglottis with one hand while the tongue was firmly 
held with the other. The epiglottis could be fixed with a needle 
and string if need be, and then pulled up and severed with a suit- 
able instrument. All the operations that he had seen done on this 
region under general anesthesia had been more difficult. 

Dr. W. K. Simpson said that the selection of the internal or ex- 
ternal operation should depend upon the extent of the lesion. When 
the entire area of the epiglottis was not involved the internal opera- 
tion should be selected; on the other hand, when there was much 
dep infiltration extending into the base and surrounding tissue, the 
external operation should be chosen. 

Dr. E. Mayer said that it had been his good fortune to see three 
cases of lupus of the larynx. It should be remembered that lupus 
was really an attenuated tuberculosis, and the patient with lupus 
would eventually succumb to tuberculosis. In one of the cases, 
although no tubercle bacilli were found at the time, the patient 
died eighteen years later of tuberculosis. The same termination was 
noted in the other cases, but after a shorter interval He thought 


Malignant Tumors of the Nasopharynx. 


Dr. Francis J. Quinlan presented this paper, confining his re- 
marks strictly to primary growths. This paper will be published 
in full in a subsequent issue of THE LARYNGOSCOPE. 

Dr. W. Freudenthal said he had under treatment a case of cancer 
of the larynx in which the disease had been arrested for nine montlis 
by electrical treatment. He had applied the brush discharge directly 
to the larynx by means of a curved tube, and the method seemed 

Dr. T. R. Chambers referred to a case of pure carcinoma (that 
was the microscopical report) of the upper septum which he hail 
removed three years ago, and to ‘his surprise there had been so far 
no recurrence. 
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Dr. M. D. Lederman said that he had shown to the Society a case 
of small round-cell sarcoma, which had done very well under the 
treatment by ligation of the carotid. This alone had reduced the 
growth about two-thirds in size. The superior maxilla was finally 
resected, and the patient was known to have been alive seven years 
afterward. This case had received Colly’s injections without result, 
and the disease was very extensive, involving both nares, and at- 
tacking the sphenoid bone. Under Dr. Dawbarn’s care the surgical 
treatment was carried out, with an unexpected recovery. 

Dr. T. J. Harris asked if malignant disease of the naso-pharynx 
was still to be looked upon as a rare condition. About two years 
ago he had had under his care at the hospital a case of malignant 
disease of the nasopharynx. There was rapid recurrence after a very 
thorough removal of the disease. 

Dr. Quinlan desired to thank the Section for the criticism of his 
paper. He regretted the absence of Drs. Bryant and Dawbarn, who 
promised to attend but who were both unavoidably kept away. The 
operation of Dr. Dawbarn has certainly stood the test of time and 
has proved a great boon to that otherwise hopeless class of cases. 
The patient of Dr. Lederman was operated upon by Dr. Dawbarn 
seven years ago and is alive and well today. This case, as many 
others, attest the strength of the new departure from traditional 
methods. The paper on this subject is well worth reading, the liter- 
ature places before use much material that must have cost the autho? 
hours of labor and research. 











THE LARYNGOLOGICAL SOCIETY OF LONDON. 


Seventy-sixth' Ordinary Meeting, November 7th, 1902. 
E. CresswELt Baser, M. B., President, in the Chair. 
The following cases and apparatus were shown: 


A Case of Tertiary Syphilis of the Larynx in a Man et. 26. 


Shown by Mr. De Santi. The man originally attended Mr. de 
Santi’s clinic in October, four years ago, with secondary syphilis. 
At that time the patient had a well-marked rash and the usual ulcer- 
ation of the tonsils, soft palate, and buccal mucous membrane. He 
also had a hoarse voice, and on examination was found to have 
well-marked laryngitis, the latter presenting the usual mottled dis- 
coloration of secondary syphilitic laryngitis. He was put under 
mercury, and topical applications made to the larynx. The patient 
attended irregularly for some nine months, and although the skin 
eruption and ulceration of the tonsils soon disappeared, the laryngitis 
remained obstinate. He had been advised to give up smoking and 
over-use of the voice, but did not observe these instructions. 

The patient was lost sight of until October, 1902, when he again 
returned to the Westminster Hospital. He stated he had always had 
a hoarse voice since October, 1898, and that he had been under 
treatment at various hospitals, especially Golden Square. At the 
last named institution he had been under Dr. Powell, who had put 
him on iodide of potassium gr. 40 three times a day, and had ap- 
plied various paints and sprays to the larynx. Dr. Powell had also 
on six or seven occasions tried to use endolaryngeal forceps. 

At present the patient complains of a hoarse voice, some diffi- 
culty in breathing, and slight pain. Examination of the larynx shows 
both cords chronically inflamed, especially the left. On the left cord 
is a large, firm, red out-growth or excresence; in the interarytenoid 
space is a large swelling which presents cicatricial changes. The 
cords cannot be properly approximated owing to the growth on 
the left vocal cord. 

The patient is brought before the Society on the question of 
treatment. He has had a long course of large doses of iodide of 
potassium, topical applications to the larynx, and even attempts to 
remove endolaryngeally some of the outgrowth from the cord, but 
without any apparent benefit. He is now getting both pain and 
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difficulty in breathing, and bearing in mind the course these cases 
of tertiary syphilis of the larynx are apt to follow, the question 
arises as to the advisability of performing a thyrotomy and remoy- 
ing the diseased intra-laryngeal area. 

Dr. FitzGerald Powell said this patient had been under his care 
for some time, when he. thought there was possibly a syphilitic his- 
tory, although he diagnosed the case as one of pachydermia laryngis. 
He endeavored on one or two occasions to remove portions of the 
growth, but he found them very tough, and could only be taken 
away with a considerable amount of force. The size of the growths 
was nothing like that now seen. At the beginning of the case there 
was evidently pachydermia laryngis, but the growth which was now 
coming out from the ventricle looked of doubtful origin. 

Dr. Lack thought that one of Mr. de Santi’s cases was an instance 
of pachydermia laryngis. The other was a syphilitic overgrowth 
which he thought might be treated by removing pieces through the 
mouth. 

Dr. Milligan suggested the inunction of mercury. This course 
was usually followed in primary and secondary conditions. As- 
suming this to be tertiary syphilis of the larynx, he considered it 
might be very advisable to put the boy through a course of inunc- 
tion over the larynx if this had not already been done. 

Mr. F. J. Steward asked if a formalin spray had been used for 
this boy, as he had had good results from its employment in a 
somewhat similar case. 

In answer to Dr. Powell, Mr. de Santi was surprised that he 
should have put the patient whilst under his treatment on such 
large doses of iodide of potassium if he thought the case to be 
pachydermia. In answer to Dr. Milligan, he agreed with his. sug- 
gestion of inunction of mercury, but had already tried it, and ap- 
parently without benefit. Altogether Mr. de Santi was disappointed 
that members had not brought forward any suggestions as to treat- 
ment. 


Case for Diagnosis—Man with Growth on Left Vocal Cord. 


Shown by Mr. de Santi. This patient came to Westminster Hos- 
pital Throat Clinic in May, 1902, with a history of hoarseness, sore 
throat and pain in left chest anteriorly. He had had these symptoms 
about six months. Dr. Hebb, Mr. de Santi’s colleague, had ex- 
amined the patient’s chest, but found no physical signs of disease. 
Examination of the larynx revealed marked thickening and red- 
dening of the posterior third of both vocal cords, and a tumor, 
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pyramidal in shape, with its base attached to the left vocal cord 
posteriorly ; also a well defined swelling in the interarytenoid space. 
The cords moved freely, and the patient could speak with but little 
hoarseness. His occupation was that of a bargeman; he had, there- 
fore, to use his voice to excess, and he also consumed a good deal 
of spirits. The diagnosis rested between tubercle and pachydermia. 
Examination of the sputum for tubercle bacilli was negative, also 
cxamination of the chest. Mr. de Santi removed on two occasions 
a piece of the growth, and the reports microscopically were that 
the growth was papillomatous. 

Since May the condition has altered in so far as that the growth 
was very much less in size, that a slight cup-like depression now 
existed on the opposite cord, and that the general appearance was 
much more that of pachydermia laryngis. This is confirrhed by 
the absence of any physical signs of tubercle, by the absence of 
pain, the very fair voice existing and the history of alcohol and 
over-use of the voice. 


Extensive Fenestration of the Anterior Pillars of the Fauces. 


Shown by Mr. Creswell Baber. The patient a boy et. 13, had 
not had scarlet fever, smallpox or diphtheria. He had had measles 
at six years of age and mumps soon afterwards. His mother no- 
ticed that his throat was peculiar when he was about six years 
old. He had suffered with his throat, on and off, since two years 
of age, having attacks of swelling of the tonsils, with cough and 
tightness in breathing. There was only one other child, xt. 2, and 
this child’s palate is normal. The mother had not lost any children 
and had had no miscarriages. 

The anterior pillars of the fauces were reduced to thin, movable 
hair-glass-shaped bands. The left pillar measured about 5 milli- 
metres across at its narrowest part; the right less. A probe could 
be passed under the pillars, and the tonsils, which were somewhat 
enlarged, were seen on both sides of the bands, almost the whole 
of their outline being visible. There were adenoids present, and 
thickening on both sides of the cartilaginous septum, probably the 
result of a blow on the nose from falling down an area some years 
ago. As there was no distinct scarring, the case seemed probably 
congenital in character. 

The President said he should be interested to know if the mem- 
bers agreed as to the congenital origin of this case. He proposed 
removing the adenoids and invited opinions as to the advisability 
of abscising the tonsils. 
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Dr. Scanes Spicer advised the cautious reduction of the hyper- 
trophied parts of the tonsils, because of the marked interference 
with the speech. 

Dr. Dundas Grant proposed that a drawing should be made of 
all these cases. They were rare, but the number of them seen at 
the Society’s meetings was gradually increasing, and there was a 
great difference of opinion as to their origin. This case did not 
clear up the matter very materially. He thought the right side 
looked more like a congenital malformation than the left, which 
seemed to have been the seat of some ulceration. The case was 
different from any he had previously seen. 


Dr. FitzGerald Powell said that in most of the cases he had seen 
exhibited at this Society there was evidence of more or less “scar 
tissue ;” in this case it was entirely absent. It was the general opin- 
ion of the members that in the cases referred to the cause was not 
developmental. This case of the President’s certainly had the ap- 
pearance of being so. 7 

Sir Felix Semon said that in the case which he had recently re- 
lated to the Society, accompanied by a drawing, there was no cica- 
tricial tissue whatever. What struck him as the most forcible argu- 
ment about these cases was: Why should there usually be a sym- 
metrical ulceration in the pillars of the fauces? This fact, to his 
mind, greatly favored their congenital origin. 


Case of Double Abductor Paralysis with Swelling of the Ary- 
tenoids in a Man et. 38. 


Shown by Mr. Charles A. Parker. The patient, a color grinder, 
was first seen on October gth suffering from marked laryngeal 
stridor. He stated that his trouble had commenced three months 
previously with a sore throat, and had been gradually getting worse. 
Dyspnoea had been a prominent symptom for the last two weeks. 
There was a history of loss of flesh. No history or signs of syphilis. 
On examination of the larynx the cords were found to be fixed in the 
middle line, and the aryterioids to be swollen and red, but not edema- 
tous. The pupils were unequal, the right being the larger. There 
was no diplopia, and no optic neuritis or atrophy was found. There 
were no other symptoms of tabes or other nervous lesion. On ex- 
amination of the chest, harsh breathing, prolonged expiration, and 
increased vocal resonance were found over the left apex, but no 
adventitious sounds could be heard. There was some difficulty of 
deglutition, the patient being unable to take solids. 
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Subsequently to admission to hospital a tracheotomy had to be 
performed for the relief of dyspnea. The sputum was twice exami- 
ined for tubercle bacilli, with negative results, and a large bougie 
was passed without difficulty, except that it seemed gripped about 
the level of the cricoid. The inequality of the pupils varied, for a 
few days the right being the larger, and then for a few days the 
left. After tracheotomy deglutition improved, the patient shortly 
being able to take solids. 

Mr. Parker brought the case forward for diagnosis. At first he 
had been doubtful whether it was a case of fixation or paralysis of 
the cords, and, if the latter, whether it was due to a central nervous 
lesion or to pressure on the recurrents by a malignant growth of 
the esophagus. At the present time the arytenoids were more ede- 
matous, and the condition suggested tubercular mischief with fix- 
ation of the cords. 


Case of Removal of the Epiglottis for Tuberculous Disease in 
a Male et. 35. 


Shown by Mr. Richard Lake. The prominent symptom in this 
case had been intense dysphagia, for which reason the epiglottis had 
been amputated over four weeks ago by means of the galvona-cau- 
tery snare. When removed it was found to be nearly half an inch 
thick where cut through, and the posterior or pharyngeal surface 
was deeply ulcerated. The rest of the larynx was diseased, and 
had not yielded entirely to treatment, but the stump of the epi- 
glottis was soundly healed and of normal thickness. Dysphagia 
ceased immediately after the operation and did not recur. The gen- 
eral condition of the patient was markedly improved since he had 
been able to take his food in comfort. 


Pedunculated Pharyngeal Growth, probably dating from birth, 
in a Boy et. 15 Years. 


Shown by Dr. Donelan. There were two growths present. The 
large one probably began as a papilloma arising from the upper sur- 
face of the anterior growth of the left vocal cord, and had, in the 
course of years, become fibrous and pedunculated. The smaller 
tumor was sessile, sub-glottic and situated immediately below the 
anterior commissure. The mother thought the affection dated from 
birth, as from the first he had had a peculiar hoarse cry, and in voice 
had always been hoarse. The large growth and its peduncle in each 
inspiration were drawn through the glottis, which they momentarily 
filled almost completely. The influence of this respiratory obstruc- 
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tion acting through so many years showed itself in the stunted and 
anemic appearance of this youth, while the other members of his 
family were healthy and well grown. 

The President thought the case looked like one of papilloma. 


A Readily Improvised Working Model to Demonstrate the Air 
Channels and Currents in the Nasal Cavities in Normal 
and Impeded Nasal Respiration. 


Shown by Dr. Scanes Spicer. This apparatus had been con- 
trived from objects which would probably be in the possession of 
most rhinologists. It consisted of a Betz plaster model of the half 
head as seen on medial sagittal section, the septum nasi having 
been removed; a soft, flexible, perforated metal Asch’s nasal tube 
splint ; 12 inches of indiarubber tubing (54 inch in diameter) ; some 
plasticine modelling composition; and a sheet of clear glass 10 by 
8 inches. The flexible metal tube was moulded to represent accu- 
rately the form and dimensions of the vestibule and rima naris, and 
then puddled on to the alar region of the plaster model with plas- 
ticine; the rubber tubing was similarly affixed to the lower end of 
the pharynx of the model. A cord of plasticine, % inch in diam- 
eter, was then accurately affixed to the margins of the nasal and 
nasopharyngeal cavities of the model, and the sheet of glass pressed 
down so as to allow no leak anywhere. The model was now filled 
with smoke from a cigarette through the rubber tube. 

On inspiring or expiring air through the rubber tube, the pas- 
sage of the entering or out-going current of air through the dense 
smoke could be easily traced. The normal inspiratory current in 
quiet breathing is seen to issue from the rima and spread out like a 
fan to impinge on the front part of the middle turbinated body and 
adjacent parts. It then sweeps rapidly round the roof of the nose 
and nasopharynx, passing chiefly through the upper two-thirds of 
the nasal cavity. A vortex is also seen to be formed by a current 
becoming detached from the main stream just in front of the pos- 
terior nares, which impinges downwards and forwards on to the 
floor of the nose, and then curls round the front end of the inferior 
turbinated body. The inspiratory current does not normally pass 
through the inferior meatus. 

The normal expiratory current in quiet breathing passes chiefly 
through the lower two meatuses, and a vortex is formed in the 
fore part of the nasal cavity in a reverse direction to that of the 
preceding. 
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The glass can now be removed, and any pathological condition, 
such as spurs, deflections, polypi, adenoids, etc., can be represented 
in size and position by lumps of plasticine, and on replacing the glass 
as before their effects in diverting the normal currents can be easily 
studied and the conditions varied. 

Dr. Spicer thought it might with reason be objected that the 
anatomical conditions were not exactly reproduced, and that the 
ala did not move as in normal respiration; but the approximation 
must be fairly accurate, for it was remarkable how the results agreed 
with Paulsen’s and Franke’s researches on the cadaver, and Park- 
er’s deductions from his lycopodium powder experiments. 

The full results of observations made would be deferred for a 
future communication, but in the meantime, considering how read- 
ily the apparatus could be arranged and worked, doubtless many 
rhinologists would test it and compare the results with their pre- 
vious ideas on the subject. 


Left Antral Empyema, followed by Abcess of Hard Palate and 
of Septum Nasi. 


Shown by Mr. Hunter Tod. The patient was a medical student, 
who three months ago had had a severe attack of toothache on the 
left side, followed, on the second day after the onset, by swelling 
of the face, and on the fourth day of the hard palate on the same 
side also. On the sixth day an abscess of the palate had burst into 
the mouth; at the same time he had noticed his nose had become 
swollen and obstructed. Two weeks after onset a dentist extracted 
the second incisor, canine and first bicuspid tooth. The swelling of 
the face gradually.diminished. Mr. Tod saw him three days later. 
He then had an obvious abscess of the septum, which blocked both 
anterior and posterior nares. The left antrum was dark on trans- 
illumination. The abscess of the septum was incised; much offen- 
sive pus escaped, and the nose was kept clean by a simple wash. 
A month later the nose appeared healthy but for great thickening 
of the septum, seen by posterior rhinoscopy; and there was a drop 
of pus in the middle meatus of the left side of the nose. The sec- 
ond molar was extracted, and the antrum, which contained much 
pus, was drained through the alveolar arch. The patient was now 
practically well. There was no necrosis of bone, and no perforation 
of the septum. 

The President suggested that the teeth had caused inflammation 
on the palatal surface and inside the antrum, producing a palatal 


abscess and an abscess on the septum, and at the same time one in 
the antrum. 
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Mr. C. A. Parker said he had recently had a rather similar case, 
as far as the septum was concerned, in a child seven years old. 
There was a considerable amount of necrosis of the alveolar process 
above the right central and lateral incisors, and a well-marked ab- 
scess showing on either side of the septum. 

Mr. Hunter Tod said the onset was so very sudden. He was not 
sure whether the antrum was first affected or not, but the history 
of the case had its commencement in tooth trouble. 


Double Antral and Frontal Sinus Disease; Left Side cured by 


Radical Operation; Question of Operating on the Right 
Side. 


Shown by Mr. Hunter Tod. The trouble in this case probably 
dated from an attack of influenza in 1897, since then the patient had 
suffered from headaches, gradually increasing in severity, and had 
noticed much purulent discharge from right side of nose. The 
headaches had incapacitated him from working since onset. 

About Christmas, 1901, there was an abscess over the left eye. 
This was scraped twice at a provincial hospital. On admission 
to the London Hospital the left eye was nearly closed from cedema 
and infiltration of the supra-orbital tissues, and there was a tiny 
fistula leading into the frontal sinus. The nasal cavity on that side 
was normal. The right side was filled with polypi, and there was 
much pus. The anterior half of the right middle turbinate and the 
polypi were removed. A week later, after cleansing the nose, the 
antrum was explored with a fine trocar; it contained pus. Similarly 
a cannula was passed into the fronto-nasal duct, and pus was washed 
out of the frontal sinus. Exploration of the left antrum proved it 
full of pus, although the nasal cavity appeared normal. 

A radical operation, consisting of removal of all the anterior and 
inferior wall of the left frontal sinus, which was filled with polypi 
and pus, was performed, and a passage made into the uose. The 
patient was practically well on the seventh day and left the hospital 
on the tenth. A tube was worn in the fronto-nasal duct for two 
months. Since then there had been no recurrence. 

The antra were drained via the alveolar arch. The left side was 
now cured. There was still pus in the right frontal and antral 
sinuses, proved by repeated washing out of the sinuses. The pa- 
tient, however, since the operation on the frontal sinus, had had 
no further headache, and felt and looked well. He had not been 
seen for two months before being shown to the Society. He had 
now so greatly improved that the question of operation on the 


inane 
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right side hardly arose. There was considerable flattening over the 
left frontal sinus, but to this the patient did not object. 

The President said there seemed to be a free exit for the dis- 
charge from the right frontal sinus, and as Mr. Tod was able to 
syringe it out easily and the man had no particular symptoms, he 
thought it was well to leave that sinus alone, save for syringing at 
regular intervals. It: would be useless operating radically on the 
right antrum till the right frontal sinus was better, since it might 
be emptying itself into the antrum. 

Dr. Herbert Tilley congratulated Mr. Tod on the result 6f the 
operation on the left frontal sinus, and thought that a similar oper- 
ation on the right side would be the only means of curing the head- 
ache from which the patient suffered, and which was obviously due 
to the suppuration in that sinus. If the headaches were not very 
severe the operation was not urgent, because very little pus was 
present in the right nostril. 

Mr. Tod said the patient was not subject to very severe head- 
aches, but only to occasional slight attacks which were removed by 
washing out the right frontal sinus. 


A Case of Obscure Lardaceous-Looking Variable Infiltration of 
the Uvula, Soft Palate, and Right Arytenoid Cartilage in 
a Lady et. 30. 


Shown by Sir Felix Semon. The patient was first seen on July 
12th of the present year, with a history of long-standing throat 
trouble, and occasional difficulty in swallowing. She had been seen 
by various medical men, all of whom, according to her statements, 
had considered the affection as rather serious, but had apparently 
not known what to make of it. 

On examination an almost lardaceous condition of the uvula was 
seen; that was to say, the uvula and the adjacent parts of the soft 
palate were considerably infiltrated, and at the same time quite 
smooth to sight and touch, whilst the most characteristic point con- 
sisted in the peculiar yellowish color of the affected parts, remind- 
ing one of nothing so much as of the appearance of a kidney which 
had undergone lardaceous degeneration. In the larynx there was a 
similar condition of the mucous membrane over the right arytenoid 
cartilage. The left looked slightly more edematous, reminding one 
of the ordinary pseudo-edematous infiltration of tuberculosis; still 
although more transparent than its fellow, it had a similar yellow 
color as the right arytenoid. 
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There was no evidence of kidney trouble, but on examination of 
the legs there was slight pittting on pressure, particularly over thé 
external malleoli. 

Her voice was normal. There was no pain, and no difficulty in 
breathing. The organs of the chest were normal. 

The urine had been examined later and found perfectly normal. 
On July 14th, 1902, the local condition of both pharynx and larynx 
was much better than three days previously. The patient was given 
an arsenic and iron mixture. 

On July 29th, 1902, the swelling both of the uvula and of the 
right arytenoid cartilage was much more marked than on the oc- 
casion of her last visit, and the color was much more that charac- 
teristic lardaceous yellow which had been observed on the occasion 
of the first examination. The condition apparently varied from 
day to day. 

On November 6th, 1902, the patient was found to have been dis- 
tinctly better since last seen, and had only occasionally had slight 
difficulty in swallowing. The uvula as well as the right arytenoid 
cartilage now looked much less infiltrated than they were in July. 

Remarking on this case Sir Felix Semon said: “This is the 
third case of the kind which I have ever seen, and I am not aware 
that the condition has ever been described. 

“My first case, which I saw very many years ago, occurred in 
the wife of a practitioner in the Midlands; the lady’s age was about 
30. In her case the condition was much more marked and general 
than in the present one, and I at first thought that it was a case 
of tuberculous infiltration, distinguished only from the ordinary cases 
by the peculiar yellow color of the affected parts, as the infiltration 
involved not only the uvula and the soft palate, but also the epi- 
glottis and both arytenoid cartilages. In that case the general dis- 
comfort and the difficulties in swallowing were much greater thaa 
in the present case, and no method of treatment had any effect whilst 
the patient was under periodical observation, which extended over 
nearly two years. I was, therefore, not a little surprised when again, 
about two years afterwards the patient called on me to show me 
that there had been a return to perfectly normal conditions. There 
was as little known cause for the restoration to health as there had 
been for the original affection. 

“The third case, which also occurred in a lady, xt. about 40, 
I only saw once. In that case the conditions were very much as in 
the patient now shown. 
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“T cannot make the least suggestion as to the pathology of these 
cases, and bring my case forward with the double purpose of giv- 
ing the members of the Society the opportunity of seeing these most 
unusual conditions, and of possibly obtaining some help with re- 
gard to its pathology and treatment.” 

The President asked if any member had seen a similar case; if 
so it would be interesting to hear his experience. 

Dr. FitzGerald Powell suggested that a portion of the uvula 
should be taken off and submitted to microscopical examination. 

Sir Felix Semon replied that he would follow Dr. FitzGerald: Pow - 
ell’s advice, if the lady consented. 


A Case of Ulceration of the Left Tonsil with Acute and Consid- 
erable Enlargement of Numerous Cervical Lymphatic 
Glands on Both Sides of the Neck; (?) Malignancy. 


The patient, a clergyman, zt. about 70, was first seen on October 
28th, suffering from ulceration of the left tonsil, which had re- 
mained behind after an attack of what appeared to be peritonsilitis 
about six weeks previously. There was no general cachexia, and 
hardly any pain or discomfort in the throat. 

On examination the left tonsil was seen to be moderately en- 
larged, and in part superficially ulcerated. It was not excessively 
hard. Not only on the left, but also on the right side of the neck 
numerous enlarged cervical lymphatic glands were present, 
those on the left side being particularly enlarged. Almost all of 
them on both sides were slightly tender on pressure. The interior 
of the pharynx, with the exception of the ulceration of the left 
tonsil, was quite normal. 

Whilst the occurrence of ulceration of a tonsil, coupled with en- 
largement of the cervical lymphatic glands, in a man of 70, pointed 
of course prima facie to malignancy (there being no evidence what- 
ever of the tuberculosis or syphilis), the unusual features in this case 
were: 

1. The very rapid development of the enlargement of the cervical 
lymphatic glands ; 

2. The comparative smallness of the affected tonsil in propor- 
tion to the number and size of the affected glands; 

3. And, above all, the fact that the cervical glands were enlarged 
on both sides, whilst only the left tonsil was affected. 

A piece had, therefore, been removed, on the exhibitor’s advice, 
with punch forceps by the patient’s regular medical attendant, and 
sent to Mr. Shattock for examination, whilst at the same time iodide 
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of potassium had been given internally, and a thick belladonna 
paste applied externally. 

Mr. Shattock’s report was as follows: “I have carefully studied 
sections of the two pieces of tissue removed three days ago by 
Dr. T—, one from the swelling of the tonsil, the other from the 
anterior pillar of the fauces. They both show the same changes 
I regard the tissue as inflammatory, rapidly growing, granulation 
tissue. It consists of polyhedral connective-tissue cells distrib- 
uted amongst fibroblasts and capillaries, the last well formed and 
distinct from the surrounding structures. A certain number of 
polymorpho-nuclear leucocytes occur. The epithelium over the pil- 
lar of the fauces is intact, but a considerable number of leucocytes 
are migrating into it from the subjacent inflammatory tissue. 

“In the tissue from the tonsil considerable areas have undergone 
necrosis. Tuberculosis may be excluded histologically, as it may 
doubtless also clinically. I should not, therefore, class the lesion 
as sarcomatous. You recollect the notorious swelling of the tonsi! 
that was cured by the violets, i. ¢., disappeared.” 

When the patient was again seen today there was found to be 
a decided diminution of the size of the cervical lymphatic glands 
on both sides, but they were still somewhat tender, and undoubtedly 
both the size and the ulceration area of the left tonsil had not 
inconsiderably increased since I saw the patient ten days ago. In 
spite, therefore, of the unusual clinical features, and of Mr Shat- 
tock’s favorable report, Sir Felix Semon did not consider that 
all cause for anxiety was over, and he had therefore brought the 
patient before the Society to hear the opinions of its members 

Mr. de Santi looked upon this case as one presenting many diff: 
culties as regards diagnosis. Looking at the age of the patient, the 
general appearance of the tonsil, and the condition of the glands, 
he considered the ulceration to be epitheliomatous. He had not felt 
the growth with his finger, but the tonsil was probably hard to the 
touch. The condition of the glands and the rapidity of their en- 
largement was unusual in epithelioma, but in his experience one could 
never quite be certain of the course lymphatic infection in malignant 
disease might take in various individuals. He had seen glands 
secondarily involved from epithelioma of the lip on the opposite 
side to the malignant growth, and he had seen cases in which 
for some time no lymphatic enlargement was noticeable and then al- 
most suddenly extensive involvement of the glands had occurred. 
Of course the rule was to get the glands affected on the same side 
on which the original growth existed, though later the glands on 
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both sides might and did become involved. Although bearing in 
mind the pathological report, and that it had been given by so 
eminent an authority as Mr. Shattock, Mr. de Santi looked upon 
the case as malignant from its clinical aspects; indeed, he could 
not see what else’ the condition could be. At all events, if it were 
malignant he was strongly of opinion that it should be left alone 
from an operative point of view. No operation with such glandular 
involvement would be of any use or justifiable. He understood 
iodide of potassium was being given, and he would be very inter- 
ested to hear the subsequent history of the case. 

Dr. Dundas Grant said that the removal of one of the glands 
could be easily accomplished, and its examination might give further 
valuable information. 

Sir Felix Semon said he by no means fought against the possi 
bility of this being a case of malignant disease. It was, in truth, at 
first his own idea of the case. With regard to Mr. de Santi’s re- 
marks, however, he would like to mention the following points: 
(1) The. appearance of the tonsil at the present time might be 
more suggestive of malignancy because only six days ago a fairly 
big piece had been punched out by forceps, and there was of course 
a good deal of inflammatory changes following this operation. 
(2) He quite agreed that one saw cases in which the cervical glands 
were affected on both sides, but this, in his experience, was as a rule 
only found in advanced stages of the disease. In the present case, 
however, there was extensive enlargement of these glands on both 
sides, whilst the whole duration of the disease, including the peri- 
tonsillar inflammation, was only six weeks. This was certainly most 
uncommon if the affection was really of malignant character. (3) 
So competent an observer as Mr. Shattock had made a microscopic 
examination and expressed a very decided opinion that the changes 
were of inflammatory character and not of the nature of new 
growth. 

He did not, in reply to Dr. Grant, consider himself justified in 
removing one of the enlarged cervical glands, for if the case after all 
were malignant, as Mr. de Santi thought, this was certainly no case 
for radical operation. In all probability it would be impossible to 
remove all the enlarged glands, and even if one succeeded in this, 
recurrence in no time would be practically certain. 

He would not fail to report to the Society on the further course of 
the disease, and would only add that, in spite of complete absence 
of any anti-syphilitic antecedents, anti-syphilitic treatment had been 
tried, the patient had had iodide of potassium for two weeks and 
perchloride of mercury, but with little effect. 
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Case of Epithelioma of Tongue in a Single Woman et. 24. 


Shown by Dr. Hamilton Burt. Patient first noticed a depression 
under the right side of tongue in February last, about the size of a 
pin head. It appeared as though the part had been punched or 
sucked in. On the flow of depression she noticed a small white 
deposit. She took little or no notice of it. It grew very slowly 
and was painless. She sought advice about three months ago, and 
was advised to have some stumps and bad teeth in the vicinity 
of growth removed. This was done, but no improvement was no- 
ticed. Dr. Burt had first seen patient about four weeks ago; the 
growth was then the size of a small cherry, and occupied the right 
side and upper part of the middle of the tongue; the base was 
indurated, and the surface smooth, not ulcerated, with a few tiny 
yellow spots scattered here and there, out of which, when squeezed, 
a yellowish fluid escaped. No enlarged glands could be felt. Tak- 
ing into consideration the age of the patient, the appearance of the 
growth, and the absence of enlarged glands, she was put upon iodide 
of potassium and mercury, iodide being increased to 3ss three times 
a day. Under this treatment the growth became considerably re- 
duced at first, but in spite of the increased doses of iodide it had 
increased rapidly during the past ten days. The patient had not 
lost flesh. 

Mr. de Santi considered the diagnosis to rest between malig- 
nant disease, tubercle and syphilis. The situation of the growth on 
the side of the tongue, its hardness, the fact that it had arisen from 
irritation of a tooth, its general appearance of infiltration were all 
points in favor of malignancy. On the other hand, the age of the 
patient was only 26, and the sex female. Moreover, there was an 
absence of glandular infection, and there was the history of al- 
most total disappearance of the growth under iodide of potassium. 
Mr. de Santi, however, had seen a case of epithelioma of the tongue 
very similar to the case under discussion in a girl still younger, 
namely, 21; the ulceration was considered to be syphilitic, though 
there was no history or other symptoms past or present of that dis- 
ease. The patient for a short ‘time improved under iodide, but 
eventually the ulceration extended rapidly and the glands became 
involved. Removal of one half of the tongue and of the enlarged 
glands was performed, but within four months the patient died of 
a recurrence in the glands—in fact the case was very rapid in its 
malignancy. Mr. de Santi did not think the case one of tubercle, 
nor was it probably syphilitic; it did not resemble a chancre, and it 
was almost certain that it was not gummatous; he had seen many 
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gummata of the tongue, and they invariably affected the dorsum 
in its mid-line. He would advise excision of a piece of the grow- 
ing margin and its examination microscopically. If malignant the 
earlier the case could be dealt with radically the better. 

Dr. FitzGerald Powell said in his opinion the growth was an 
epithelioma, and was to be felt beginning to dip down deeply into 
the floor of the mouth. He understood that the growth had almost 
disappeared under antiseptic treatment, but had again grown rap- 
idly, the treatment having been continued. He thought no time 
was to be lost before operating. 

Dr. A. H. Burt said that under treatment by iodide of potassium 
the growth had almost disappeared, but within the last five days it 
had again come up suddenly and had spread very much more into 
the substance of the tongue. He had come to the conclusion that it 
could be nothing but malignant disease. 


Case of Recurring Ulceration in Pharynx and Larynx, Thought 
to be Herpetic, in a Woman et. 56. 


Shown by Dr. Furniss Potter. The patient had come under ob- 
servation about three weeks previously, and stated that she had been 
troubled with attacks of “ulcerated throat” almost continuously 
for the last six years, never having been free for more than ten 
days at a time. 

On examination two small erosions were seen, one on the right 
posterior faucial pillar, punched-out looking and saucer-shaped, 
the other between the left posterior pillar and the pharyngeal wall, 
about a quarter of an inch in diameter and with a flat surface. The 
voice was husky. During the time the patient had been under ob- 
servation the ulcer on the right anterior pillar had completely healed, 
while the one on the left side had almost disappeared. In the 
meantime several others had made their appearance—one on the 
palate, another on the edge of the epiglottis, and a third in the inter- 
arytenoid region. 

The patient stated that the “spots” sometimes came on the gums, 
and inner surface of the lips and cheeks. She said that their ap- 
pearance was generally preceded and accompanied by pricking 
burning pain, a feeling of malaise and discomfort in swallowing. 

There was a history of four miscarriages and loss of hair. Be- 
tween the ages of 16 and 21 she had suffered from exactly similar 


attackseand had been an in-patient at the Westminster Hospital for 
“ulcerated throat.” 
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The appearance of the throat when first seen, together with the 
history, had led to a suspicion of the possibility of syphilis; and 
mercury and potassium iodide had been prescribed, but had been 
discontinued after ten days, since which the only treatment had 
been a mouth-wash of boric lotion and occasional touching of the 
ulcers with a solution of chromic acid (30 per cent). 

Dr. Lack said he did not think this was herpes, as the individual 
ulcers were much too large. To him it appeared more like pemph- 
igus. 

Dr. Milligan said that the same idea had struck him as to its 
being pemphigus. The ulceration on the pharynx was rather large 
for herpes, but, on the other hand, the traces of small isolated areas 
in the larynx were rather suggestive of herpes. He asked the pa- 
tint when she first noticed the rash, what the condition was, and 
she said the spots were as big as the little finger nail—which was 
rather against herpes. 

Dr. Furniss Potter thought the size of the vescicles at the com- 
mencement was against the pemphigus theory; they were quite 
small. He had watched them from the beginning, and had ob- 
served that the surface of the ulcer was very much larger than the 
initial vesicle. In pemphigus one would expect to see a large bleb 
or bulla, but in none of these cases had there been any bleb cor- 
responding at all to the size of the fully-developed ulcer. The ulcers 
spread till they covered a patch about a quarter of the size of a 
postage stamp. They healed with great rapidity, leaving no cicatrix. 


Case of Vascular Nasopharyngeal Fibroma of Extensive Origin 
Finally Removed by a Combined Operation through the 
Soft and Hard Palate and Extensive Removal of Anterior 
Wall of Left Super-Maxillary Bone. 


Patient and specimen shown by Dr. Herbert Tilley. F. S—, male, 
eet. 14, came to the hospital November 19th, 1901, complaining of 
complete nasal obstruction associated with a blood-stained discharge 
from the left nostril of five months’ duration. For the last three 
weeks the discharge had been offensive, and for seven to eight 
weeks the right nostril had been completely occluded. It was noted 
that the patient was weak and anemic. The lower half of the nose 
was much broadened, and the left nostril distended by a grey slough- 
ing mass, which bled freely when touched with a probe. The dis- 
charge from the left nostril was very offensive, while the right 
was completely occluded by marked deviation of the nasal septum. 
By posterior rhinoscopy the left choana was seen to be filled by 
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reddish mass, which passed insensibly on to the mucous membrane 
of the naso-pharynx. Digital examination revealed a smooth sur- 
faced elastic swelling which seemed to spring from the basi-sphe- 
noidal and ethmoidal regions. There was no displacement of the 
left eye. Transillumination showed opacity of the left antrum. 

First Operation, November 20th, 1901.—Having made an in- 
verted U-shaped incision over the sides and root of the nose, the 
nasal bones were dividéd in the line of incision with a saw and 
the nose turned downwards on the face. This brought the growth 
well into view, and procured easy access to the ethmoidal region. 
The growth was seized in strong forceps and some half of it torn 
and cut away, but it was soon obvious that the base of the tumor 
was too extensive for removal through the opening. The hem- 
orrhage was very profuse, and could only be kept in check by com- 
pressed marine sponges forced into the nasal cavity. Respiratory 
difficulties arose owing to blood escaping into the larynx in spite of 
the post-nasal, space having been plugged. 

The nose was finally replaced and sutured in position; it healed 
by immediate union. Dr. Horne reported the growth to be an 
angio-fibroma and free from any elements of malignancy. The 
iodoform gauze packing which was used to plug the nasal cavity 
at the end of the operation was removed through the nostril in 
forty-eight hours. The patient made a rapid recovery from the 
shock of the operation, and three weeks later it was determined to 
attempt the removal of the remainder of the growth by a different 
method. 

Second Operation, December 7th, 1901.—Having inserted a 
laryngotomy tube and placed a sponge above the larynx, a White- 
head’s gag was employed to keep open the mouth. With the pa- 
tient’s head hanging slightly backwards over the end of the table, 
the soft palate was completely divided in the middle line, the incis- 
ion being carried forwards to the alveolar border, immediately be- 
hind the incisor teeth. The mucous membrane was stripped from 
the left half of the hard palate, and the latter completely removed 
by chisel and mallet. The growth was thus brought fully into view 
and its base was seen to be attached to the left basi-sphenoidal and 
ethmoidal regions. Its base was seized in an ovariotomy clamp, and 
the greater part of the growth removed by scissors. Other smaller 
portions were removed by means of strong wire snares and cutting 
forceps. The hemorrhage was free but under good control, and it 
was checked by marine sponges on holders. -As far as the eye and 
finger could ascertain all the tumor was removed. The patient, 
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although only thirty-five minutes under the anesthetic, had at the 
end of the operation a weak, rapid and intermittent pulse, which 
quickly recovered under the influence of a rectal injection of 1% 
oz. of brandy, and strychnine gr. */,, administered hypodermically. 

The long strip of iodoform gauze which was packed into the 
nasopharynx at the end of the operation, was removed in forty- 
eight hours, and the nasal cavity subsequently irrigated three times 
daily with a warm alkaline wash. 

The patient made a rapid recovery, but after an interval of three 
weeks the growth was seen to be recurring, and in the course of 
six to eight weeks it was obvious that further intervention would be 
required. 

March 15th, 1902.—A third operation, identical in all details with 
the last, was carried out, but possibly a more thorough clearance of 
the growth was made. 

A month later recurrence was visible in the region of the middle 
meatus, and every week during the months of May, June and July 
the patient attended as an out-patient, the treatment consisting of 
piercing the growth in many places with the galvano-cautery. This 
seemed at first to retard its growth and produced a number of puck- 
ered scars, but latterly it became increasingly obvious that the growth 
was increasing in size. Towards the end of July it projected through 
the cleft of the palate, and nasal obstruction again became complete. 
The lad was anxious that yet another attempt should be made to 
eradicate the growth, a request which received some encourage- 
ment from the report of the pathologist, viz.: that there were no 
signs of malignancy in the piece of tumor which he had examined 
(vide supra). Since the recurrence seemed to spring from the mid- 
dle meatal region and the left antrum was very opaque on trans- 
illumination, it was decided to explore that cavity. 

July 31st, 1902.—With the preliminaries as in the preceding oper- 
ations, an incision was made in the gingivo-labial furrow from the 
level of the left molar tooth across the middle line to the correspond- 
ing position on the right side. The cartilage of the nasal septum 
was divided along its floor by strong scissors, and the nose and 
soft parts of the face on the left side turned upwards, so as to fully 
expose the anterior surface of the left maxillary bone. The front 
wall of this was then completely removed, and the antral cavity found 
to be filled with the growth, which was very vascular and firmly at- 
tached to the whole of the posterior and upper walls. To gain 
more room the lower half of the ascending (nasal) proc 3s of the 
maxillary bone was removed by means of strong bone forceps. Th2 
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portion of the growth extending into the mouth was then removed 
by a strong wire snare, the remainder was seized in a pair of pow- 
erful tonsil forceps and torn away from its attachments, leaving 
completely bare the left side of the basi-sphenoid, ethmoidal and 
maxillary antral regions. Hemorrhage was checked by means of 
marine sponges. The after treatment consisted of syringing out 
the nose and left antrum three times daily for three weeks with 
warm boracic lotion. , 

The patient made a rapid recovery and left the hospital fourteen 
days after the operation. At the present moment (November 7th) 
threre is no sign of recurrence, no nasal discharge, the parts ap- 
pear perfectly healthy, and the patient is in robust health, having 
grown two inches-since the first removal of the growth. It now 
only remains to close the cleft in the soft palate. 

The President wished to know if there were any signs of recur- 
rence when the young man was last seen. It was an extremely in- 
teresting case. | 

Dr. FitzGerald Powell congratulated Dr. Tilley on the result of 
his operations. He hoped he would be able to place the patient’s 
mouth in a better condition, by bringing together the divided soft 
palate. He understood Dr. Tilley to say this was the first case 
recorded of a growth of this nature springing from the antrum, 
but he had exhibited a patient at a previous meeting of the Society 
from whom he had removed a fibroma through the nose which had 
arisen in the antrum from the under surface of the floor of the orbit 
and the outer wall. He had also exhibited the growth at the same 
meeting. 

In answer to questions Dr. Tilley pointed out: (a) The great 
value of a preliminary laryngotomy and the placing of a sponge 
above the larynx, in that these measures (1) prevent blood getting 
into the larynx, (2) they relieve the anesthetist from anxiety and 
at the same time place that individual out of the way of the surgeon; 
(b) by dividing the soft and hard palate these growths are brought 
splendidly into view, and the free hemorrhage which occurs during 
their removal is under absolute control. 


Case of Complete Adhesion of Soft Palate to Posterior Wall of 
Pharynx. 


Shown by Dr. Lambert Lack. The patient was a woman, et. 
about 30. There was complete union between the soft palate and 
posterior pharyngeal wall; not even the finest probe could be passed 
up from the mouth into the naso-pharynx. This was evidently the 
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result of tertiary syphilis, although it was the only lesion, and there 
was no active disease. The patient had trouble in swallowing at 
times, occasional shooting pain in the ear, but not severe, and 
much mucus collected in the post-nasal space, and had to be syringed 
away through the nose. Dr. Lack asked was operation for this 
condition successful, and would this patient, in view of her slight 
symptoms, be well advised to undergo one. 

Mr. de Santi had had operative experience of two exactly similar 
cases—cases quite as complete. In the first case there was consid- 
erable pain in one ear and mastoid region, and his colleague, Mr. 
Spencer, bearing in mind the fact that the ordinary operations for 
relief of this condition were unsatisfactory, had separated the ad- 
hesions with a knife and passed stout silver sutures through the 
detached though short remains of the soft palate, and sutured soft 
palate to the muco-periostium of the hard palate. In fact, the stump 
of the soft palate was sutured tightly up—trolled up—to the hard pal- 
ate, and it was left to nature to allow the sutures to cut their way out. 
The result was good, although later a good deal of recontraction 
operation. Not long after a quite similar case came under Mr. de 
Santi’s care, and he performed the same operation. In this case 
there was luckily but little hemorrhage, and the eventual result was 
very good. Some years had elapsed since the operation, and the 
patient remained well with a free passage between the naso-pharynx 
and the oro-pharynx, and dilatation was unnecessary. He could 
with confidence recommend the operation to Dr. Lack. 


Case of Persistent Epistaxis in a Man et. 42. 


Shown by Mr. Charles A. Parker. The patient complained of 
epistaxis, which had lasted over twelve months and had entirely 
incapacitated him for work. During this period there had been 
constant slight hemorrhage, and three or four times a week most 
severe attacks of bleeding. The bleeding came from first one nos- 
tril and then the other, but more often from the right. When first 
seen, in August, 1902, he was anemic, breathless and exhausted. On 
removing a plug which had been inserted into the right nostril, 
blood spurted from a small vessel on to the septum. The mucous 
membrane covering both sides of the septum as far back as could be 
seen was soft and boggy, and bled profusely on the slightest touch 
of a probe. Since then the condition had been treated by the con- 
stant use of the electric cautery, but without much success. The 
hemorrhage could be controlled by its use for the time being, but 
after a day or two it recurred from other spots, and sometimes 
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from the floor of the nose as well as the septum. A blood-count 
has been kindly made by Dr. Emery, who reported the findings, sug- 
gested a moderate grade of secondary anemia, which might be due 
to the repeated hemorrhages and did not raise the suspicion of a 
more serious form of anemia 

Mr. Parker raised the question of the best method for further 
treatment. He asked the members whether they would think it a 
suitable case for trying the method recently recommended by Mr. 
Hunter Mackenzie, namely, of denuding the septum of mucous 
membrane, or whether, seeing that both sides of the septum were 
affected, it would be justifiable to remove a portion of the septum 
itself. 


A Case of Paralysis of the Abductors of the Vocal Cords and of 
the Palatal Muscles, and Slight Paresis of the Tongue, in a 
Man cet. 25. 


Shown by Dr. Dundas Grant. J. W—, et. 25, was first seen in 
March, 1900, on account of cough and groaning sound when in bed. 
The condition had lasted two or three months, and had come on 
after an attack of hiccough lasting on and off for about ten days. 
He had had a cough on and off for about one year, especially when 
drinking quickly. For six months he had occasional stridor on in- 
spiration. Examination of the throat revealed slight paresis of 
the right half of the palate, but no abnormality in the movements 
of the tongue. The vocal cords approximated during phonation, but 
on inspiration the vocal processes did not move from the middle line. 
There was, however, an elliptical slit between the cords. The case 
was obviously one of paralysis of the abductors and internal ten- 
sors of both cords and paresis of half.the palate, and the lesion 
was, therefore, in all probability one of the vagus nerves in or 
near the medulla oblongata. 

In seeking for a cause, especially for any signs of syphilis, there 
were found enlarged post-cervical glands of about six months’ du- 
ration, and a flat ulcer on the scalp on the parietal region, with 
slightly indurated edges. This was asserted to have been in exist- 
ence for nearly three or four months, but it seems more probable 
that it preceded the enlargement of glands. There was also gen- 
eral enlargement of the lymphatic glands over the body. The pulse 
almost disappeared during inspiration; the knee jerks were normal. 
An anti-syphilitic course of treatment was instituted, and when 
seen a fortnight later it was reported that there was less noise in 
sleep since the second occasion on which the mercurial ointment 
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was rubbed in; the vocal slit appeared to be rather wider during in- 
spiration. There was some degree of mercurial stomatitis. 

The patient disappeared from the observation of the exhibitor, 
but returned again a fortnight ago—namely, more than two years 
after being first seen—on account of great difficulty and marked in- 
spiratory stridor, also such a degree of paralysis of the palate that 
fluids usually regurgitated through the nose when he drank, while 
his speech was so indistinct that he was obliged to pinch his nostrils 
in order to make himself understood at all. The protrusion of the 
tongue into the right cheek was not quite so strong as into the left; 
he was unable to channel the tongue, but was not aware of ever 
having been able to do this. He stated that under the previous 
course of treatment he recovered sufficiently to be able to attend to 
his work as a butcher; he was at present, however, unable to do so. 
He was again placed on anti-syphilitic treatment, and when seen 
a week later reported slight improvement in the breathing and 
greater ease in speaking. He yesterday drew attention to the fact 
that he had a difficulty in raising his left arm, but he had left the 
out-patient department before an investigation of this symptom had 
been made. It remains to be seen whether or not this is due to par- 
alysis of the muscles supplied by the spinal accessory. The re- 
porter would be glad to have suggestions as to the possible source 
of infection, as there is nothing to give color to the idea that it is 
hereditary and there is no history of genital infection. It seems 
possible that the ulcer on the head was developed at the site of the 
primary sore, but the early development of the nervous symptoms 
would, in that case, be remarkable. Dr. Grant hoped to show the 
case at the next meeting of the Society. 
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ABSTRACTS. 


The Treatment of Ozcena by Cupric Electrolysis.—YonGr, EUGENE 
S.—Lancet, November 9, 1901. 


It was not until the year 1892 that Jouslain! proposed the method 
of cupric interstitial electrolysis which up to the present date 
appears to have progressed farthest in the direction of cure. Che- 
val described the procedure in 1895, and asserted that he had ob- 
tained go per cent. of cures, the majority of these after a single 
seance ; but a committee appointed to investigate the matter by the 
Society of Belgian Laryngologists and Otologists, to whom he had 
communicated his paper, were far from being able to share his 
optimism. Bayer, Brindel, Gouguenheim and Lombard,’ and Mc- 
Bride! have all given their experiences of cupric electrolysis, 

The author had the opportunity of testing the efficacy of this 
treatment in fifteen cases, and the details of the method as em- 
ployed are briefly as follows: The nasal cavities were first thor- 
oughly cleansed by a warm alkaline and antiseptic douche. Co- 
caine was then applied to the nasal cavity to be treated, and after 
a few minutes the parts were dried and the electrolysis needles in- 
serted. The copper needle, attached to the positive pole, was passed 
into the inferior or middle turbinal—usually the former—and the 
steel needle into the septum. The strength of the current varied, 
but it was found that from 3 to 10 milliamperes were the most 
suitable intensities, although currents as strong as 20 milliamperes 
were on a few occasions used. As a general rule, the current was 
allowed to pass for ten minutes, and it appeared that no advantage 
accrued from prolonging the application beyond this, period of time. 
After each seance the patient was usually instructed to refrain from 
syringing the nose until the next examination. The number of ap- 
plications given depended upon the improvement noted; five 
seances were the maximum. 





1 Moure: Bulietin de la Societe Francaise d’Otologie, etc., vol. xiii, p. 1. 
2 Revue Hebdomadaire de Laryngologie, May, 18:6. 

8 Annales des Maladies de l’Oreille, November, 1898. 

4 Edinburgh Medical Journal, March, 1899. 
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Although at least one death has been attributed to this treat- 
ment, the author did not himself observe any after-effects which 
were calculated to give rise to alarm. In analyzing his own obser- 
vations he has divided the cases into (1) those in which the pa- 
tients were cured; (2) those in which the patients were much im- 
proved ; (3) those in which the patients were temporarily improved, 
but relapsed; and (4) those in which the patients were not im- 
proved. 

1. Cases in Which the Patients Were Cured.—These were two 
in number. 

2. Cases in Which the Patients Were Much Improved.—These 
case amounted to five, all of whom, with one exception, were seen 
in October, 1901, and the reports were made at that date. 

All the cases were females, and in all except one the disease was 
bilateral. The patients who suffered from marked atrophic pharyn- 
gitis gave the most trouble; and it was observed that whilst the 
treatment applied to one nostril had a beneficial and, so far as could 
be ascertained, an equal effect on the other, the action of the rem- 
edy on the dry naso-pharynx was practically nil. The exact means 
by which the treatment takes effect is still a matter for conjecture. 
Possibly fetid atrophic rhinitis is a tropho-neurosis which is bene- 
fited by the stimulating effect of the electrical current on the part 
on the other hand, it may be that the formation of copper salts at 
the positive pole is the essential factor. 

Whilst quite convinced of the relative value of this method of 
treatment, the author’s own small experience leads him to be some- 
what diffident of concluding that a permanent cure is to be ex- 
pected in any but a minority of the cases; and a re-examination, 
after an interval of several months, of a number of patients who 
were all too prematurely considered to be cured, has impressed 
upon him that freedom from symptoms for. one, two, or even three 
months does not insure that a patient shall be free from relapse. 
At the same time, the benefits of cupric electrolysis appear to be 
so far superior to those of other procedures that it may be looked 
upon as the best remedy that has yet been found; and although 
for the victims of “ozena” it will not repair the shrunken turbinals 
or restore intact the sense of smell, it will, in a certain percentage 
of cases, so reduce, or even: banish, the tendency to fetid crust- 
formation that a state of wholesome comfort—the ultima Thule of 
these unfortunate sufferers—is safely reached. 

St. CLarr THOMSON. 
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Affections of the Mouth and Throat Associated with the Fusiform 
Bacillus, and Spirillum of Vincent.—E. Maver, M.D., (New 
Vork).—7he Am. Jour. of the Med. Sciences, Feb. 1902. 


The bacillus and spirochete were first described by Vincent in 
1896, in an article on hospital gangrene, and he declared that the 
same bacillus and spirillium could be found in certain angiuas of 
an ulcerative type. In 1897 Bernheim recorded thirty cases of 
stomatitis and angina wherein a fusiform bacillus and spirillium 
were found. In 1898 Vincent reported fourteen further cases. 
Since then many writers have reported cases showing the bacillus 
of Vincent present. 

The importance of this new bacillus is its bearing upon mem- 
branous and ulcerative affections in the mouth, and its elucidation 
of usually accompanying difficulties in distinguishing such lesions, 
thereby influencing treatment. The affection demonstrates one 
or more of the following characteristics: A predilection for the 
male adult, having an etiology in tobacco, eruption of wisdom 
teeth, defective teeth in general, tartar on teeth, the lympoid tend- 
ency, syphilis and mercurial stomatitis. It is mainly an affection of 
the tonsils, but occurs as a stomatitis. This bacillus precludes the 
diphtheritic bacillus. Because of our inability to inoculate with or 
produce pure cultures of the bacilli and spirochetae, we cannot de- 
clare that they are the controlling factors in the etiology of this 
affection, therefore they are usually described as “associated with,” 
etc. The disease may be engrafted upon a sphyilitic soil. Symp- 
toms present are slight, and may exist for sometime without being 
noticed. There may be a chancriform appearance, the surface be- 
ing whitish, and showing a raw surface where the whitish mem- 
brane is removed, which is easily accomplished. The breath has a 
pesuliar odor, and there may be slight pai nin deglutination. 

The two most important diseases to be differentiated are diph- 
theria and syphilis, though the cardinal symptoms of diphtheria 
may be considered, a bacteriologic examination in the true and 
final test. Treatment consists in simple boric acid, peroxid of 
hydrogen and iodine washes. F.C. BE. 


Extirpation of the Larynx for Carcinoma. Presentation of a Case 
with Specimen.—H. L. NiETERT (St. Louis).—St. Louis Mea, 
Reu., Aug. 23, 1902. 


The patient, 56 years old, entered the hospital February 13, 1902, 
and stated that one year ago he noticed a fullness in his larynx and 
that articulation became difficult. A short time after that lie could 
not speak above a whisper. 
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On examination articulation was very difficult; both inspiration 
and expiration were labored. Palpation showed no tumefaction. 
but elicited considerable pain over the larynx. The closest exam- 
ination did not show any glandular enlargement about the neck. 

Examination with the laryngoscope showed that both cords 
moved, but did not approximate. The borders of the cords ap- 
peared irregular in outline. Mucous membrane of epiglottis and 
cords appeared red and swollen. This examination of the larynx 
was made only with the greatest difficulty, as it was impossible to 
see into the trachea. 

February 19th, six days after entrance, respiration became very 
labored, lips and face became cyanosed. It was evident that im- 
mediate tracheotomy was necessary. A very rapid tracheotomy 
was made, an incision being made through the cricoid cartilage and 
first ring of the trachea. A large tracheotomy tube was inserted. 
The breathing then became normal, and lips and face returned 
to their normal color. In the upper portion of the cut was a 
growth which appeared to fill almost the entire lumen. It did not 
involve the cords, but extended up to them. A piece was removed 
and by microscope found to he an epithelioma. Patient was care- 
fully watched and well fed, 2s he was in a greatly debilitated state. 

March 5th, under generai anesthetic administration through the 
tracheotomy tube, the entire larynx with two rings of the trachea 
was removed. A median incision was made extending from the 
hyoid bone down to a point corresponding to the third ring of the 
trachea. The soft parts were removed from both sides of the 
larynx with scissors. After severing all the muscles, the trache- 
otomy tube was recovered and the extent of the growth downwards 
was determined ‘to extend to the second ring of the trachea. The 
soft parts were removed from both sides of the larynx with scissors, 
After severing all the muscles, the tracheotomy tube was recov- 
ered and the extent of the growth downwards was determined to 
extend to the second ring of the trachea. The trachea was then 
divided transversly between the second and third cartilages. Be- 
fore dividing it completely the lower portion of the trachea was 
fixed to the skin by three silk sutures passed around the third ring 
of the trachea. The larynx with two rings of the trachea were 
then drawn forward and carefully recovered from the esophagus 
trom below upward. The mucous membrane and muscles of the 
pharynx were then approximated by the two lines of catgut sutures. 
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Patient was not allowed to swallow for six days and received 
nourishment per rectum. On the sixth day the rectal feeding was 
discontinued on account of irritability of the bowel. Feeding by 
the mouth was then. resorted to and small quantities of liquid food 
were administered in this manner for several days, when it was 
found that some of the sutures in the pharynx had given away 
and a small fistula was established between the pharynx and wound, 
Therefore feeding was done through an esophageal tube. This 
was continued for several weeks until the fistula had closed. 

At present the patient swallows any kind of food and is gaining 
in weight and strength, and there are no signs of return of the 
disease. EATON. 


Adenoid Vegetation of the Naso-Pharynx as a Case of Enuresis. 
M. J. FiscHer.—Revue Heb. de Laryngologie, D'Otologie et de 
Rhinologie, May 17, 1902, No. 20. 


The author testifies to the well-known relation between incon- 
tinence of urine and adenoid vegetation. He states that 15 per 
cent of adenoid patients suffered from enuresis at the time that 
these vegetations were removed, while after the operation every 
case, with five exceptions, was cured or benefited. 

The réle which adenoids play in such cases is due to the dif- 
ficulty of respiration of the little patient which enduces the enuresis. 

In a case of incontinence of urine that persisted after the opera- 
tion, the author found it to be due to a traumatic tumefaction of 
naso-pharyngeal mucosa, as it disappeared a few days later. 

He believes that enuresis is found only in children -with large 
vegetations. 

(The last statement of Fischer is erroneous.. Not only is enure- 
sis sometimes found in cases in which the adenoids are not large, 
but even when these are entirely absent. Only a few days ago a 
child of seven years suffering from enuresis was brought to my 
office. The child suffered from chronic purulent atrophic rhinitis, 
but without any enlargement of the pharyngeal tonsil. The asso- 
ciation between the nasal disease and the enuresis was distinct, 
however, as syringing the nose before retiring and thus allowing 
free breathing would invariably ward off an attack of enuresis.— 
Scheppegrell.) 

SCHEPPEGRELL. 
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Surgery of the Thyroid Gland.—B. Merritt Ricketrrs.—Kansas 
City Med. Index-Lancet, S.pt. 1902. 


The thyroid gland is subject to nearly all forms of benign and 
malignant neoplasms. The treatment is classified as: 

1. Medicative. 2. Operative. 

Medicative is of but little avail except to palliate. 

Operative: Dyspnoea, stridor, rapid growth, dysphagia, de- 
formity, exophthalmic goiter, malignancy and emaciation, one or 
all indicate operation. Removal of all or a part of the gland should 
be given preference to the injection of iodine, zinc, iodoform, alco- 
hol or any other solution. Excision is safer, more radical, and 
requires less time for recovery. Even cases of exophthalmic goiter 
should be operated. All operative experience leads to this conclu- 
sion. Great relief has been given in exophthalmic goiter, 

Method: If the disease is confined to one or_two lobes without 
an isthmus, the diseased lobe may be completely removed without 
much likelihood of recurrence of the growth. If an isthmus be 
present, the other gland may become involved. 

So far as possible, the presence or absence of the second lobe 
should be determined at time of operation. If the second lobe can- 
not be found, the entire diseased lobe should not be removed un- 
less it be malignant. 

Division of the capsule will permit of a thyroid gland being 
enucleated with ease and with the loss of but little blood. 

The rapid pulse following removal of a thyroid gland is probably 
due to the rapid absorption of thyroidine in the process of repair. 
EATON. 
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BOOK REVIEWS. 


A Text-Book of Diseases of the Ear. For students and Practitioners. 
By Dr. Apam Potirzer, Imperial-Royal Professor of Aural Therapeutics in 
the University of Vienna. Translated and edited by Milton J. Ballin, Ph. B., 
M.D., and Clarence L. Heller, M.D. New (4th) edition, revised and en- 
larged. In one octavo volume of 896 pages with 346 original illustrations. 
Cloth, $7.50, net. Lea Brothers & Co., publishers, Philadelphia and New 
York, 1902. t 


In a recent correspondence with Prof. Politzer, the author of this great 
classic expresses himself that the translation of this fourth revised edition 
is the best English translation which has as yet appeared of his work. The 
demand for a careful English translation of this valuable book is great, and 
American and English conferes should hail the appearance of this latest 
edition with pleasure. 

“The author’s position among otologists; his numerous investigations, which 
form the basis of the modern science of otology; the masterly manner in 
which he discusses the various diseases of the ear; the thoroughness with 
which he treats aural surgery, all abundantly guarantee the excellence of 
his work,” and make it invaluable to the library of every otologist. 


We believe this volume to be the greatest classic in otology thus far pub- 
lished in any language, and the present revision brings the subject matter 
thoroughly up to date. M. A. G. 


A Treatise on the Eye, Nose, Throat and Ear. For Students and prac- 
titioners. By Eminent American and English authors. Fdited by WiLLI1AM 
Campse_t Posey, M.D., Surgeon to Wills Eye Hospital, Philadelphia, and 
JonatHaNn Wricut, M.D., Laryngologist to the Brooklyn Eye and Ear Hos- 
pital, etc. In one octavo volume of 1234 pages, with 650 engravings and 35 
plates in colors and monochrome. Cloth, $7.00, net; leatrer, $8,00, net. Lea 
Brothers & Co., publishers, Philadelphia and New York. 

Under the able editorship of Dr. William Campbell Posey, of Philadelphia, 
and Dr. Jonathan Wright, of Brooklyn, N. Y., this volume is presented as 
a comprehensive, accurate and carefully prepared treatise on the associated 
sciences, Ophthalmology, Otology, Rhinology and Laryngology. There is 
still some difference of opinion as to the practicability of publishing a treatise 
on these allied sciences under one cover, as a detailed exposition of such 
a work produces a very bulky book, and as the old combination of Ophthal- 
mology and Otology is but rarely adhered to. Then, too, there is no close 
relationship between ophthalmology on the one hand and laryngology on the 
other and the relationship of certain diseases of the ear and nose to those of 
the eye can be conveniently expressed in one chapter. We hope that in future 
editions of this valuable publication both the publisher and the authors will 
deem it advisable to present two independent volumes, one on Ophthalmology, 
the other on diseases of the ear, nose and throat. 
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Like the several American text books in medical and surgical specialties 
which have been previously published, this treatise is the 1esult of the effe 
of a number of well known contributors to special literature. The volume 
therefore, does not represent the individual experiences of the authors, but 
rather presents independent monographs of the various contributors. 


With the exception of the chapters by Mr. Arthur Cheatle and Dr. St. Clair 
Thomson, the contributors to the section on the diseases of the nose, throat 
and ear are all Americans. : m: 


Special attention should be directed to the contributions by Dr. St. Clair 
Thomson, on the Diseases of the Accessory Sinuses, Dr. Henry A. Alderton) 
on Purulent Inflammation of the Ear, and Dr. J. L. Gooda’e, on the Histologe’ 
ical Pathology of Diseases of the Nose and Throat. 


The chapters devoted to diseases of the nose, throat and ear are presented) 
in the following order: 


“The Histological Pathology of Diseases of the Nose and Throat,” by J, 
L. Goodale, M.D. “Methods of Examination; Instruments and Apparatus) 
and Their Use,” by J. E. Newcomb, M.D. “Inflammatory Diseases of the’ 
Upper Air Passages; Hay Fever; Rhinorrhcea; Asthma; Influenza,” by Chas.7 
W. Richardson, M.D. “Diphtheria of Nose and Throat; Intubation; Syphilis)” 
Tuberculosis, Lupus and Leprosy of Nose and Throat; Chronic Laryngeal” 
Stenosis; Foreign Bodies in Nose and Throat; Rhinolitis,” by William K 
Simpson, M.D. “Neoplasms of the Nose and Larynx; the Local, Medical™ 
and Surgical Treatment of the Larynx,” by W. E. Casselberry, M.D. “Dis-7 
eases of the Accessory Sinuses,” by St. Clair Thomson, M.D., F. R. C. 5. Ey 
“Diseases of the Oropharynx and Nasopharynx,” by H. S.- Birkett, MDV 
“Neuroses of the Nose and Throat,” by Emil Mayer, M.D. “External De 
formities of the Nose; Cleft Palate,” by F. E. Hopkins, M.D. “Examination? 


of the Ear; Diseases of the External Ear; Diseases of the External Auditory 


Meatus; Otomycosis; Foreign Bodies; Wounds of the Membrana Tympani, 


by F. E. Hopkins, M.D. “Diseases of the Internal Ear and Auditory Nerve; 


Deaf Mutism,” by E. A. Crockett, M.D. “Purulent Inflammation of the Mid- 


dle Ear,” by Henry Arnold Alderton, M.D. “Chronic Non-suppurative Mid-7 


dle-ear Disease,’ by Arthur H. Cheatle, F. R. C. S. E. 


Another feature to be mentioned is the fact that there are no individual © 
references to authors or monographs throughout this work. The subject 
matter has been brought thoroughly up to date in every chapter, is concisely 
expressed, and the complete volume of 1240 pages is meaty from cover to 
cover. 


It is difficult to say whether the perusal of this book would be of most 7 


value to the general practitioner or to the specialist, as it certainly contains 
valuable information for the entire profession. M. A. G. 


Intubation du Larynx.  Instruments—Technique—Advartitages. By Dr 
Perez AvENDANO, Ancien Interne des Hospitaux de Beunos Ayres, membré 
correspondent de la Societe de Pediatrie de Paris. Preface by Dr. Marfan. 
67 illustrations, 10 tables. Published by C. Naud, 3 Rue Racine, 3, Paris, 
France. 


This volume is a plea for intubation wherever possible, in place of the | 


older operation of tracheotomy. Dr. Avendano is a firm believer in the ad- 


vantages of the former. He bases his reasons upon his experience derived ~ 


from work in the hospitals of Beunos Ayres and Paris. 


The first part of the book is devoted to the historical phase of the subject, © 


in which he traces the first ideas of the subject to those of the present day. 


The second part of the book is devoted to the consideration of the actual” 


operation, the technique of intubation, as well as the removal of the tubes; 
the precautions to be observed, the difficulties, accidents and complications 
arising from the operation, when performed upon children and adults. 

The last chapter in the book is devoted to the statistics upon ge ~— 
ject. M. A. G. 
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